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SUMMARY 
The aim of this study was to examine the relationships 
between Life Events, Social Support, Locus of Control, Sex, 
Polygamy (for the Saudi students), Culture, Identity and 
Health in British and Saudi students. Participants were 524 
students. 173 British males and females mainly from London 
University and 351 Saudi males and females from King Saud 
University. Five measures were used in this study: (1) The 
List of Recent Experience, (2) The Cornell Medical Index, (3) 
The Locus of Control of Behaviour, (4) The Social Support 
Scale for University students and (5) The Identity Scale. 
The last two measures were especially developed for this 
study. Two methods of estimating the impact of experiences; 
subjective and objective and two designs: retrospective and 
longitudinal were used in this study. 
The retrospective data revealed that life events are 
significantly associated with health. The longitudinal data 
also revealed that this association between these two 
variables is significant when life events were combined with 
locus of control or social support for the British students, 
and that concurrent events only were significantly associated 
with health for the Saudi students. Social support, locus of 
control and identity were found to be significantly and 
independently related to health. Polygamy (for the Saudi 
students) was correlated with health only when combined with 
life events. 
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Results also revealed that the relationships between life 
events, social support, locus of control, identity and health 
were similar in both cultures. Life events, social support, 
locus of control and identity were associated with health in 
a selective manner. They seem to be more related to some 
sections of health than to other sections. In general higher 
incidents of life events, low social support, externality and 
negative self concept were related to more symptoms. 
Subjective estimation of life events predicts variations in 
health more than objective estimation of life events. Sex 
was found to play a role in the relationships between 
psychosocial factors and health especially for the Saudi 
students. 
The relationships between life events, social support, locus 
of control, polygamy, identity, sex and health were discussed 
in the light of the present results and a model of these 
relationships was suggested in the last chapter of this 
study. 
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INTRODUCTION 
The main concerns of stress research are 
1) to furnish a scientific credibility to the long-held 
belief that stress is linked to or causes illness, and 
2) to explain individuals' variation in reactions to stress. 
The present study addresses this issue by examining the 
relationships between life events, social support, locus of 
control, sex, polygamy (for the Saudi students), culture, 
identity, and health in British and Saudi students. 
The state of research in psychosocial factors and health can 
be clarified by examining two suggestions made eight years 
apart by some of the leading investigators in the field. 
Dohrenward and Dohrenward (1978) argue; to understand the 
relationships between stressful life events and illness, 
researchers must precisely define their independent 
variables, develop a valid measurement of life events and use 
adequate designs that enable them to test their proposed 
hypotheses. Eight years later more than three hundred papers 
on the subject were published, but similar demands were made 
by Cohen and Wills (1985). 
Obviously one should not interpret these suggestions as 
implying that stress and health research during that period 
has not improved, but that it has not reached a point where 
the dynamic of the relationships between stress and health 
can be clearly explained. Well-designed studies are 
- xiii - 
available, but they are outnumbered by the less convincing 
ones. Some of the latter suffer from confounded measurement, 
confusion over using objective or subjective method of 
scoring life events, relying on retrospective data, and in 
general low correlation between life events and illness. The 
present study is an attempt to meet the reasonable 
requirements of a sound research. 
The problem of the confounded measures was remedied by using 
specific life events and specific illness besides'using non- 
specified events and illnesses so one could see exactly what 
difference these methods make. The arguments about the 
suitability of subjective or objective estimation of stress 
was dealt with by the use of both. The concern expressed 
about the validity of using retrospective data was dealt with 
by using retrospective and longitudinal designs based on data 
collected from subjects from two distinct cultures. 
A new variable, polygamy, and a rarely used variable in this 
context, identity, were introduced along with social support 
and locus of control to examine whether they relate to health 
separately or interact with life events in relation to 
health. 
Participants were 524 students, 173 British males and females 
and 351 Saudi males and females drawn from the University of 
London and from King Saud University. The study consists of 
- xiv - 
seven chapters. In the first chapter, a review of literature 
for life events, social support and locus of control is 
discussed, and in the second chapter the study method and 
procedure are presented. 
Chapter 3 and Chapter 4 contain the data analysis and 
discussion of the relationships between Life Events, Social 
Support, Locus of Control, sex and polygamy based on 
retrospective data collected from the British and the Saudi 
students and also contains an analysis of data collected from 
some of these students six months later. 
Chapter 5 examines the link between certain life events and 
certain illnesses, while Chapter 6 is devoted to Identity and 
Health. The study conclusion is in Chapter 7. 
In all relevant chapters, the British and the Saudi students' 
data were presented and discussed separately. Attempts have 
not been made to include both data sets in any of the 
statistical test's computed here, at any stage. Obviously, 
had the study been dealing with cultural differences in, for 
instance, weight and height, one would find that direct 
statistical comparison is the most appropriate method. But, 
since life events and social support mean different things to 
people from distinct cultures (Breakwell 1986, and Conner and 
Berry 1986), results are presented in separate sections. 
- xv - 
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Review of literatures Stress. Social Suodort. Locus of 
The present study examines the relationships between 
stressful life events, culture, sex, social support, locus of 
control, number of wives (for the Saudis), identity and 
health. 
Research related to culture and health, number of wives and 
health, and identity and health is discussed in the 
following chapters. Stressful life events, Social Support and 
Locus of Control relationships to health and to each other 
are discussed in this chapter. 
-1- 
1.1 DEFINITION OF STRESS 
In Its general term stress is any "condition causing 
hardship" (Hornby 1984). The closest synonyms for stress 
are; emphasis, account, weight, importance, pressure and 
strain (Urdang and Manser, 1983). Stress, pressure and 
strain have been used alternatively in the interaction 
between environment and living organisms literature. 
Pour decades ago Selye defined stress as "the nonspecific 
response of the body to any demand made upon it to adapt, 
whether that demand produces pleasure or pain" (quoted in, 
Allen 1984, p. 15). Others see stress as a stimulus rather 
than a response and assume that it is those "forces - either 
within the person or within the environment - that affect the 
individual, (Johnson 1986, p. 16). Most of the studies in 
which pre-weighted events were used, were based on this 
assumption. 
But as research in stress advances further, it was recognized 
that assuming that stress is something which just happens to 
people regardless of their individual differences could lead 
to inappropriate conclusions about stress and its effect on 
human beings. Individual perception of stress was then 
introduced as a solution to this problem (Kasl and Cooper, 
1987). 
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Recently, the cognitive view of stress has been appreciated by 
researchers from a range, of disciplines, and as a result 
specific definitions of stress emerge. Lazarus and Folkman's 
(1984) definition of stress reflects the cognitive version; 
"Psychological stress is a particular relationship between 
the person and the environment that is appraised by the 
person as taxing or exceeding his or her resources and 
endangering his or her well-being" (p. 19). 
The three definitions imply that stress is either those 
things that affect people, responses made by individuals or a 
product of the interaction between people and the 
environment. They do not clearly define stress itself. Such 
confusion over the stress concept may go on for many years to 
come, and it is perhaps, for the sake of practicality, 
appropriate to see stress as: 
"a convenient way of attempting to characterize what is 
assumed to be going on within the organism and intervening 
between stimulus and response. Viewed in this way, 
"stress" can be thought of simply as a useful construct 
denoting a hypothetical state of the organism that is 
linked to various types of environmental stimuli (as these 
are perceived by the individual) on one hand and to various 
outcomes on the other" (Johnson 1986, p. 22). 
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1.2 STRESSFUL LIFE EVENTS AND ILLNESSi WRITING AND RESEARCH 
IN THE FIELD BEFORE 1974 
1.2.1 Stress and Illness 
The notion that there is a relationship between stress and 
illness is a very old concept. The link between the loss of 
a loved one through separation or death and disease was 
accepted as a fact by medical practitioners until the 
early part of the nineteenth century. Recently, medical 
opinion in the USA and Britain suggests that unrelieved stress 
is the cause of about 70 percent of the complaints brought to 
the attention of doctors in these two countries (Blythe, 
1973). 
In animal studies it was evident that virus stop 
precipitating infection in mice except under certain 
conditions. Herpes simplex is known to be latent in human 
bodies but can be activated by emotional upset. High 
mortality from tuberculosis has been linked to increased 
industrialisation in the nineteenth and early twentieth 
centuries. Mortality has also found to be correlated with 
national crisis in different parts of the world. This could 
be purely of physical origins, but both industrialization and 
national crisis disturb individuals' social life and may 
diminish his or her resistance to disease (Wolf and Goodall, 
1968). 
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In 1964 the World Health Organisation reported that stress is 
strongly related to some of the most dangerous illnesses, 
such as coronary heart disease and bronchial asthma (Blythe, 
1973), providing more support to the link between stress and 
illness. 
However, until recently the role of stress in the development 
of illness has not been recognised by some of the people in 
the medical profession. People who try to draw attention to 
the role of patients' experiences in their physical 
conditions are usually either accused of being ignorant, or 
not being aware of medical advances. But such reaction is 
only to be expected. Two thousand years ago Plato was 
calling for treating a person as a whole, yet his remarks 
have not been treated seriously (Blythe, 1973). 
1.2.2 Stress. uersonality. environment and illness 
Dr Parry (1755-1822) suggested that the role of personalities 
in patients' physical illnesses must not be underestimated; 
he wrote "it is much more important to know what sort of 
patient has a disease than what sort of disease he has" 
(quoted in Blythe, 1973, p. 3). Ironically, it is only 
recently that researchers have started to put the patient's 
personality under serious consideration. 
Empirical evidence supporting the relationships between 
stress, perception and illness was reported three decades 
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ago. When asked to make a statement about their feelings at 
the time of the occurrence of symptoms, patients' responses 
suggested that there may be an association between their 
attitude and the symptoms they felt. For instance, patients 
who indicated that they were mistreated suffered from 
urticaria, those who felt that they were prevented from doing 
what they want to do suffered from eczema, those who are 
faced with something which they wished had never happened 
suffered from nausea and vomitting (Wolf and Goodall, 1968). 
An interesting and very important observation was reported by 
Wolf and Goodall (1968). They reported that certain symptoms 
in particular individuals disappeared when the person was 
involved in a very undesirable situation. It is possible 
that the symptoms felt by those people disappeared when they 
were in harsh circumstances because they redirected their 
thinking from worrying about their old symptoms to a more 
serious situation and hence these symptoms vanished. 
However, it was reported that the symptoms recurred when the 
crisis was over. 
1.2.3 Selves a new era in stress and illness research 
The work of Selye in the fifties and the sixties may be 
considered as the corner-stone of the mobilisation of stress 
research all over the world. According to him, most of the 
common illnesses are caused by people's failure to adapt to 
stress, rather than by germs, poisons or other external 
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factors (Selye, 1956). This is a significant statement 
especially coming from a medical doctor, in a time when the 
most acceptable explanation for the causes of disease are 
organ malfunctions (not related to psychological factors) and 
the best treatments for them are considered to be 
biochemical. 
Selye explained the interaction between stress and illness by 
introducing his famous three stages in which this interaction 
takes place; 
1) The alarm reaction, where the individual's defence 
mechanisms are in call. If the individual is not able, 
because the pressure is persistent, to move to the second 
stage he/she may die. 
2) If he/she is able to survive, then the first stage will be 
followed by the second one, the stage of resistance. 
3) If the stress persists the individual may enter the third 
stage; the stage of exhaustion, which is similar in many 
ways to the first stage. A prolonged exposure to stress 
may cause irreversible damages to living tissue (Selye, 
1956). 
The present study addresses the relationships between stress 
and illness in all chapters to follow. 
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1.2.4 A new style of measurement and a -large-scale research 
Rahe's research moved the position of stressful life events 
and illness relationships from a mere speculation to an 
inevitable fact. In his studies, Rahe focussed on the 
magnitude of life changes rather than on the qualitative side 
of changes occurring in people's life (Ruch, 1977). He 
conducted a series of studies including retrospective and 
prospective designs on a large-scale basis between 1962 and 
1974 (Gunderson and Rahe, 1974). His findings intensified 
interest in the relationships between stressful life events 
and illness. 
The instrument used by Rahe contains a set of questions on 
life change. Each question has been assigned what is called 
a life change unit, where, for example, the death of a spouse 
is 100 and a minor violation of the law is 11. Rahe's 
results, with a reasonable consistency, indicate that high 
scores on the schedule of recent experience are correlated 
with ill-health. However, while the importance of Rahe's 
research cannot be denied, it opened, because of its reported 
low correlation between life changes and illness, more 
questions than it has answered (Gunderson and Rahe, 1974). 
Following Rahe's research, workers in the field have 
recognised that to understand the relationships between life 
events and illness one should take into consideration other 
variables such as coping strategies, personality, social 
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context, culture, values and perception. 
1.3 STRESSFUL LIFE EVENTS AND ILLNESSt RESEARCH IN THE 
FIELD AFTER 1974 
In the following pages the recent research dealing with 
stressful life events and illness will be discussed but, 
first, stressful life events must be defined. 
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1.3.1 Definition of a stressful life event 
A stressful life event may be defined as a stimulus that causes 
"changes in, and demand readjustment of, an average person's 
normal routine" (Hobasa, 1979). While this definition is 
accepted by many researchers, many attempts were made to 
classify life events. The classification of life events is, 
ironically, an old and a new issue. It is old, in that it 
has existed for quite a long time, yet it is new because 
workers are still searching for a more meaningful and 
practical classification. Desirability versus undesirability 
is one way of classifying life events. In relation to 
illness most workers in the field agree that undesirable 
events rather than the desirable ones are more likely to 
cause illness. (McFarlane et al, 1980; Rotter, 1981). 
However, desirability versus undesirability has been 
criticised for ignoring individual differences. What may be 
seen by one person as a desirable event may be seen as 
undesirable by another. There is also the problem of 
cultural differences. Certain events are considered to be 
very depressing in some cultures, despite their common 
acceptance by other cultures. It is important, therefore, 
that subjects rather than researchers should decide what is 
desirable and what is not desirable to them. 
Some workers tend to classify life events according to their 
quality. The quality of the events, rather than the quantity 
is what really matters. Life events have also been 
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classified as expected (or natural) versus unexpected. For 
instance, some major and depressing events are related to 
age, therefore one may not be shocked by them when they 
occur. A change in the individual's strength or sexual 
desire resulting from the ageing process may not have a 
negative effect upon him/her. On the other hand a change in 
physical strength or sexual drive without obvious causes may 
be very unpleasant. Obviously the sexual problem in the 
first instance can be rationalised and then dealt with 
without suffering negative consequences, while in the latter 
instance, it may cause a range of set-backs. 
Others have classified life events regarding whether or not 
the individual has control over them (Pearlin at al, 1981). 
The controllable versus uncontrollable classification has 
received support from many workers. The importance of this 
classification is based on the helplessness theory. 
Individuals who feel that they have no control over what is 
happening to them may become helpless and then depressed. 
Reich and Zaukra (1981) in an attempt to classify life 
events used the term "origin events"; those events which are 
perceived as controllable by the individual and the term 
"pawn events" for those events which are perceived as 
uncontrollable by the individual. 
In a very recent study of agoraphobia and normal subjects, 
life events were classified into two major categories: 
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1) Conflict situations: which include marital/familial 
conflict, and death/illness and significant other, and 
2) Endocrine/physiological reaction which includes; birth, 
miscarriage/hysterectomy and drug reaction (Last at al, 
1984). 
Life events have also been grouped according to the area of 
life struggle they involved; employment, health, family, 
marital and legal events (Gunderson and Rahe, 1974) and 
according to the change in the immediate field of the 
subject. "Entrances" were those events which involved the 
introduction of new persons into the social field and "Exits" 
which involved a departure from the social field (Rotter, 
1981). But, perhaps, the most suitable classification of 
life events is that in which events were arranged into ten 
groups covering almost all fields of life; these groups are; 
illness, injury and accident, bereavement, pregnancy or 
childbirth, change in living condition, studying or school, 
work situation, financial situation, legal difficulties, 
disappointment and continuous worry or stress (Henderson, 
Byrne and Duncan-Jones, 1981). 
1.3.2 The trend of recent research 
Reviewing the recent literature reveals that most 
researchers agree that there is a significant relationship 
between life events and physical illness, but such general 
agreement has raised more questions than it has answered. 
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In these studies the 
illness is typically 
both distribution is 
al, 1982). This low 
inevitable question. 
stressful life event 
kind of protection a, 
event? 
correlation between life events and 
only 0.30, and the standard deviation of 
often eight times the mean (Kobasa at 
but significant correlation lead to an 
Why do some people get sick after a 
while other people seem to have some 
gainst the effect of a stressful life 
In order to answer this question, the emphasis on stress and 
illness has recently shifted from merely being the 
relationship between life event and illness to moderating 
variables which may play an important role in the 
relationships between life event and illness (Kobasa and 
Puccetti, 1983). 
Recently, a flow of research has been conducted in the area 
of life events and Illness relationships. Its aim was to 
identify the possible variables which might interact with 
life events' effect on both psychiatric and physical Illness. 
A review of some of the studies on psychosocial factors and 
psychiatric illness indicates that such interaction may be 
operative. Stressful life events were found to be an 
important factor In the development of neurosis symptoms in 
people who perceive their social relationships as inadequate 
(Henderson et all 1981). An interesting interaction was 
reported between life event and Locus of Control. More 
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external university students who had experienced stressful 
life events as far back as their high school years showed 
more signs of mood disturbance, compared to the more internal 
students. On the other hand both internal and external 
students' moods were found to be equally disturbed when they 
were measured shortly after the occurrence of stressful life 
events (Lefcourt et al, 1981). People who internalise their 
psychological conflict rather than expressing them through 
their overt behaviour were found to be more vulnerable to the 
onset of insomnia than people who externalise their 
psychological conflicts (Healey et al, 1981). Stressful and 
uncontrollable life events play a part in the development of 
schizophrenia in predisposed individuals who are prone to 
changing jobs and moving from one place to another. 
Stressful life events interact with such changes and moves 
and create more complicated and stressful events which may 
trigger the onset of schizophrenia (Dohrenwend and Egri, 
1981). Stressful life events combined with poor social 
support increase the risk of depression (Paykel et al, 1980). 
While some investigators' main interest was searching for 
variables that may mediate the relationship between life 
event and mental and psychological problems, others' concern 
was finding the variables which interact with the effect of 
life events on physical illness. Kobasa (1979), in his 
attempt to explain individual differences in coping with 
stressful life events, suggests that people who score high on 
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the life event measure and stay healthy have some personality 
characteristics which protect them from getting sick after 
experiencing stressful life events and those who fall ill 
after stressful life events do not possess such 
characteristics. The term "hardiness" was used by Kobasa to 
differentiate between people who are likely to cope after 
facing such events. The term hardiness was derived from the 
writing of existential psychologists. Hardy individuals are 
those who: 
a) believe that they can control the events they experience 
b) able to be committed to their activities and 
c) perceive change as a challenge to further development. 
Kobasa, using this approach to explain the relationships 
between life events, personality and illness concluded that 
subjects with high stress/low illness show more hardiness 
compared to high stress/high illness subjects (Kobasa, 1979). 
In another study psychiatric disturbance was found to act as 
a mediator between life event and physical illness. Subjects 
who experience severe events had to go through some kind of 
psychiatric disturbances before falling ill (Murphy and 
Brown, 1980). Kashani at al (1981), studied the 
relationships between life events and hospitalisation in 
children using hospitalised psychiatric, hospitalised 
paediatric and non-patient non-hospitalised children. 
Hospitalised children had a significantly greater number of 
life events (based on the Coddington Life Events 
questionnaire administered to the parents) than those of the 
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general population. Life style seems to interact with life 
events in an interesting way: in a study of the relationship 
between life stress, life-styles, depression and illness in 
adult women, work stress was found to be associated with 
physical illness in single career women, while family stress 
was found to be associated with depression. However, women 
who were married and had careers showed less vulnerability to 
both physical illness and depression after experiencing 
stressful life events, in comparison to the other two groups. 
The weak effect of stressful life events on the married and 
career women, was explained by the assumption, that the 
feeling of controlling and mastering a job enabled her to 
tolerate family stresses, while the social support from her 
family enabled her to tolerate work stresses (Stewart and 
Salt, 1981). 
Scores on the sensitivity dimension seem to interact 
significantly with life events. Individuals with low scores 
in this personality dimension were reported to have more 
incidents of experiencing physical difficulties (Duckitt and 
Brolly 1983). In another study stressful life events were 
found to be significantly related to menstrual pain, pre- 
menstrual water retention and menstrual backache. It was 
suggested in this study that stress increases the plasma 
levels of prostaglandins, thus prostaglandins may serve as a 
mediator between stressful life events and menstrual-related 
pain in women (Stephenson et al, 1983). 
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In one of the recent studies, the relationships between 
personality, social resources and stressful life events were 
tested. Besides stressful life events, three kinds of social 
resources (a) support within the work place (b) support from 
one's family and (c) person's possession of things which are 
usually valued in the society, were investigated. In this 
study, the three different social resources seem to have a 
different effect upon the relationships between life event 
and physical illness. Person's assets were found to be 
unrelated to the subject's health after experiencing the 
stresses of life. On the other hand, support from an 
employer proved to be an important factor in the maintenance 
of the subject's health despite the occurrence of stressful 
life event. However, family support showed a negative 
effect, but only for subjects who scored low in the hardiness 
measurement. Why would family support work against, rather 
than for, those subjects' well-being? It was suggested that 
family support may lead subjects, when hardiness is low, to 
arrive at wrong conclusions regarding the handling of their 
stressful life events (Kobasa and Puccetti, 1983). 
1.3.3 Methodological arobleme in life events - illness research 
Methodology presents a persistent problem in psychological 
research and, of course, research in the area of life 
events/illness is no exception. In the studies reported 
here, variables such as social support, personality, life 
style and medical history were shown to serve as moderators 
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between life events and illness. On the other hand such 
findings do not always receive support from other studies in 
the field. However, these conflicting findings nay after 
all, reflect some weakness in the methods used in those 
studies rather than any real inconsistency in the 
interactions between life events and those variables. 
Some of these problems in the methodology of these studies 
are associated with the classification of life events. In 
most of these studies, one may easily verify the distinction 
between stressful life events and non-stressful life events. 
However, there may be an endless list of potentially 
stressful life events and an endless list of non-stressful 
life events. To improve the validity and reliability of life 
events measurements, stressful and non-stressful life events 
have to be adequately classified. 
Some of the life events measures have ignored individual 
differences, by assuming that a given life event has the same 
effect on all subjects; this assumption has completely 
ignored the fact that people are not always affected by what 
happens around them, regardless of the way they perceive 
these happenings. To solve this problem, self-rating was 
introduced in the new life events measures, in the hope that 
allowing the subjects to rate the effect of the event on 
themselves would improve the validity of these measures. 
But as in most of the psychological research, a solution to 
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an old problem serves as a ground for a new problem. The use 
of self-rating may not always be accurate, since some people 
tend to overestimate the effect of the events they 
experience. However, such tendency was found to have only a 
minimal effect on the collection of data (Henderson at al, 
1981). Life events measures are vulnerable to the problem of 
recall. Unfortunately some people, due to time effect or to 
their health condition, do simply forget what has happened to 
them, and worse, some people deny occurrence of the events 
(Stuart at all 1982). Therefore, findings based on samples 
from hospitals for instance, run the risk of collecting 
inaccurate data. Researchers in the area of life 
events/illness relationships are also challenged in 
determining the direction of causality in their studies' 
interpretation. Sometimes, it jr. almost impossible to 
determine what causes what. If a person got fired from 
his/her job and then became ill, one may assume that the 
event caused the illness. However, it is also possible that 
he/she was fired because he/she had the first symptoms of the 
illness (eg. weakness, lazyness) and thus he/she was no 
longer able to meet the job requirement (Monroe 1982). A 
similar problem may arise from the date in which the events 
occurred. Usually, researchers trace the event back to the 
past I to 3 years, and then, if the number of subjects who 
became sick after experiencing stressful life events is 
significantly higher than the number of subjects who got sick 
with no reported stressful life events, researchers conclude 
that there is a correlation between stressful life events and 
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illness. Of course there is nothing wrong with these 
conclusions, but if researchers are looking for causes, 
rather than merely correlations, than different procedures 
have to be followed. What is meant here is that researchers, 
in order to answer the following question: does the event 
cause the illness or is it the other way round?, have to 
improve their measurements of the effect of previous 
illnesses and events on the illnesses and events under 
investigation. 
There is also an issue concerning subjects who got sick 
without prior stressful life events (in the past I to 3 years 
according to the design of most of life event/illness 
research). Is it safe to rule out the possibility that those 
subjects have experienced some kind of stressful life events 
in their distant past, but their effects were not immediate? 
(Rotter, 1981). Of course one may argue that the 
relationships between life events in the childhood years and 
problems in later life have not been confirmed. But up to 
date nobody has proved otherwise. However, some researchers 
do not rule out the possible effect of events during 
childhood years on later life but they deliberately Ignore 
them because it is difficult to obtain an accurate record of 
those events. Obviously, this is a very reasonable argument, 
but it can be solved to an extent, by using younger samples. 
Classification of the dependent variable has been also a 
- 20 - 
problem in the stress-illness research. In some instances 
symptoms which are known. to be, in some way or another, 
reflections of psychological disturbance (such as headaches 
and palpitation) were considered to be physical illness 
(Murphy and Brown et al). 
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1.4 MIND, BRAIN AND BODY 
Assuming that stressful life events can increase people's 
vulnerability to illness one may ask; what are the possible 
connections between stress and illness? When a virus enters 
the body there are many possibilities; 
1) The body may become ill 
2) The body may resist the virus and get rid of it 
3) The body may resist the effect of the virus but cannot 
got rid of it 
4) The virus could destroy the body and dies with it, and 
5) The virus may destroy the body and not die with it. 
These are acknowledged facts. But can words and thoughts 
have similar effects on human beings? The answer to this 
question, with some reservations, is yes. In the following 
pages some aspect of the interaction between mind, brain and 
body are discussed. 
1.4.1 The relationships do exist 
The debate over the direction of casuality between mind and 
brain is an ambiguous one. It is not clear whether 
subjective experiences can determine neuronal events or vice 
versa (Oakley, 1985), for up to now virtually nothing is 
known about the brain mechanisms that underlie conciousness 
and mind (Thomson, 1985). Yet there is little doubt that the 
state of mind alters the body's ability to resist illness 
(Ader, 1981). 
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Extreme stress can lead to unexpected reaction of the 
autonomic nervous systems. For instance, it has been found 
that the sympathetic nervous system which mobilises both 
animals and humans to fight or flee does not activate under 
high levels of stress. The behaviour of some individuals in 
the battlefield, where they freeze under stress is clear 
evidence of this (Bloom at all 1985). It has also been 
suggested that "mind affects the physical health more often 
than bodily malfunctions disturb the mental equilibrium" 
(Mons, 1983). 
1.4.2 The mechanisms by which mind affects the body, 
The brain regulates all bodily functions and controls most of 
human primitive behaviour such as sleeping and eating. 
Memory which stores emotional thoughts and understanding of 
events is located in brain function. Each part of the brain 
is responsible for parts or a part of the body. The brain 
sends messages to these parts and receives messages back 
from them. This interaction determines the function of these 
parts (Ornstein and Thompson, 1985). 
However, the assumption that for each part of the body there 
is a correspondent part in the brain has been questioned by 
some neurologists. Geschwind (1985), a leading neurologist, 
dismissed the notion that each part of the body is controlled 
by a certain part of the brain. He argues: a given part of 
the body can be manipulated and controlled by different parts 
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of the brain. For example, a person who is suffering from 
paralysis in the left side of his/her body due to damages in 
his/her right side of his/her brain may not be able to move 
his/her left arm most of the time but he/she may do so when 
he/she yawns., He warned workers in the field that unless 
such observation is accepted and thoroughly investigated, 
research in the field may only lead to misleading results 
(Geschwind, 1985). 
Each time an individual faces a depressing event, he/she may 
experience certain changes in his/her body; a dry mouth, a 
racing heart and a stomach upset. The whole process is known 
as an "emergency reaction". The emergency reaction not only 
affects the heart rate and the stomach but also produces 
changes in the liver and spleen, respiration, pupils and 
muscles. Human beings can tolerate the effect of the 
reaction as long as it occurs on an acceptable intensity but 
they may face some difficulties when they use this reaction 
excessively (Ornstein and Thompson, 1985). 
The effect of stress on the body can be explained further by 
the reaction of the adrenal gland to stress. The adrenal 
gland consists of two almost independent, glands, a central 
part called the medulla and an outer covering called the 
cortex. Physical or psychological stress causes the 
sympathetic part of the autonomic nervous system, the 
emergency systems, to increase its activity. This in turn 
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forces the adrenal gland to increase its secretion of 
epinephrine (E) and norepinephrine (NE). E and NE can affect 
the function of the heart, blood pressure, hand and other 
parts of the body (Thompson, 1985; Bloom et a1,1985). 
1.4.3 The role of the Immune System 
Life stress was also found to have an effect on the immune 
system. The support for such hypotheses is a very important 
one, for the immune system is that which protects the human 
body against illness. The relationships between stress and 
the immune system has been suggested by some well-known and 
respected experts in the field of stress-illness research. 
Selye (1974) as he reviewed research which dealt with stress- 
immune system relationships, concluded that such 
relationships are evident (Everly and Rosenfield, 1981). In 
a study of bereaved subjects, the immune system was found to 
be affected following the bereavement. A notable change in 
the white cells was discovered. Such changes are known to 
increase people's vulnerability to a host of diseases 
(Wilson-Barnett,, 1979). In a recent study of 98 males, 
stressful life events, depression and immune responsiveness 
were measured. Results showed, that serious family 
illness/death were found to increase the frequency of the 
occurrence of depression, and that depressed subjects showed 
less responsiveness of their 
"lymphocytes to phytohemaglutinin and to allogeneic cells" 
(Linn et al, 1984). 
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As suggested above, stressful life events may affect both the 
nervous and the immune systems. But do the nervous and 
immune systems operate independently? Are they similar in 
any way? In discussing the similarities between the immune 
and the nervous systems, Ader suggested that the Immune 
system's function is somewhat, similar to that of the nervous 
system; the immune system protects the body from foreign 
invaders, and once such invaders are recognised by the 
antibody molecules, the nervous system also reacts upon 
receiving information from outside and inside the body. 
Both systems are also similar in that: 
1) they are "concerned with information processing rather than 
with energy exchange (by contrast for example, to muscle 
tissue) 
2) they are concerned with adaptive responses to unexpected 
environmental stimuli 
3) in their development they unfold in a way that is guided 
by genetics and cellular environment and 
4) they show memory and tolerance habituation. 
The nervous and immune systems are not only similar in some 
of their functions, but they also interact with each other 
(Ader, 1981). (Figure 1.1 illustrates the interaction 
between the nervous and the immune systems in their response 
to environmental stimulus). A further review of related 
literature will be presented in a separate chapter. 
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1.5 SOCIAL SUPPORT 
1.5.1 Introduction 
During the last two decades, hundreds of papers on social 
support have been published. The majority of these papers 
have, amongst other things, concentrated on the relationships 
between (1) social support and health and (2) the moderating 
effect of social support in relation to stress and illness. 
However, if one is to draw a conclusion on, or'at least to 
form an impression about what has been written regarding 
social support up to now, it must be, with reservation, that 
social support does moderate the effect of stress on illness 
and also has an independent effect on health. 
Theoretically, social support should be beneficial to. both 
animal and human and the need for it may be genetically 
determined. Strong evidence for such an assumption was found 
in animal studies. In one study, some monkeys were separated 
from their parents a few hours after their birth. Their 
behaviour was then compared with the behaviour of monkeys 
which were not separated. The isolated monkeys were found to 
be socially and psychologically deviant (Gilinsky, 1984). 
Darwin's Theory of Evolution suggested that there is an 
innate human need for "social contact including copulation 
and pair bonding, parental care, and thq sense of belonging 
to a group" (Broadhead at al, 1983). But understanding the 
role of social support in relation to stress and illness may 
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not be achieved by merely relying on the simple concept of a 
basic biological need (Broadhead et al, 1983). 
Social support generates certain feelings and emotions in the 
minds of people who receive it. Such feelings and emotions 
smooth the relationships between self and environment, and 
this in return reduces the pressure on the brain and keeps 
its chemicals in balance. On the other hand, lack of social 
support disturbs the mind, and the mind puts pressure on the 
brain. The brain may, then, produce harmful chemicals which 
can damage the individual's health. 
Social support allows people to possess a better idea of 
themselves and assist them in choosing the beat solution to 
the environmental stress (Feiner at al, 1983). The feeling 
that there are people who are willing to help. when help is 
needed makes individuals happy and effective. Positive 
attachment enhances people's self-reliance and ability to 
adopt useful problem-solving strategies (Sarason, 1981). 
Social support serves as a buffer against the effect of 
stress, because it allows people 
,, (1) to feel secure and predictable (2) to gain gratification 
of needs and desires (3) to have alternatives in their 
lives which could not exist if they were alone (4) to have 
a feeling of belonging and a sense of purpose and (5) to 
have a sense of wholeness" (Schneider, 1984, p. 45). 
Social support then, as suggested by the above writers, plays 
a very significant role in human life. It provides them with 
the information they need to handle their day-to-day living, 
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permits them to fool secure and teaches them the art of 
being. 
Taking the theoretical background of social support into 
consideration, one may assume that empirical evidence for the 
positive effect of social support on human well-being is a 
matter of formality. However, through the development of 
social support-illness research, investigators have not 
always adopted the proper approach to the problem. The 
difficulties arise as a result of (a) social support itself, 
and (b) lack of precision on the part of researchers. 
1.!. 2 Definition of Social Suooort 
Lack of an acceptable definition of social support leads, not 
only to conflicting results but to ill-developed measurement, 
as well. Unfortunately a general agreement about a 
definition of social support has not been reached yet by 
researchers in this field. 
Linn (1979), defined social support as any available support 
to a person through social ties to others. To be more 
specific, social support is the access to and use of 
individuals, groups, or organisations in dealing with life's 
changeableness. As far as the above two definitions are 
concerned, there is a lack of clarity, Pearlin et a1 (1981), 
ask what forms a support system? How can people be 
supported by the system? and what can the system fail to do? 
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Sensing the lack of a precise and clear definition of social 
support, some workers attempted to offer an elaborated and 
specified definition of the term social support. For 
instance; "support is any information leading the subject to 
believe that: (1) he or she is cared for and loved (2) he or 
she is esteemed and valued and (3) he or she belongs to a 
network of communication and mutual obligation" (Thoits, 
1982, p. 147). Although such a definition, argues Thoits, has 
indicated the emotional side of support, it neglects the 
instrumental or practical support which one may receive from 
others. However, this definition must be credited for its 
recognition of the importance of measuring support as it is 
seen by subjects. 
The strength of a definition can be estimated through its 
ability to form a clear guideline for measurement, and there 
have been some attempts to most such a requirement. For 
instance, social support, has been seen as "an interpersonal 
transaction involving one or more of the following (1) 
emotional concern (liking, loving, empathy), (2) instrumental 
aid (goods and services), (3) information (about the 
environment), or (4) appraisal (information relevant to self- 
evaluation)". (Thoits, p. 147). 
The definitions presented so far have partially clarified 
what is meant by the term social support, but, still more 
specification is needed. Where does the support come from? 
In what form? and what kind of support is it? These questions 
must be answered in order to reach a comprehensive and 
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clear definition of social support. The importance of the 
above questions has been recognised by a handful of 
researchers in the field. As far as the first question is 
concerned, Ganellen and Blaney (1984) specified the sources 
of support accessible to an individual; support may be 
provided by spouse, family, friends, neighbours, co-workers 
and members of the larger community. The structure of social 
support was found to play an important role in determining 
the degree of satisfaction which one perceived following the 
support from others. The support received from a spouse, for 
instance, may be more effective in reducing distress than 
support received from other sources (Thoits at al, 1982). 
And there are different types of social support. An 
individual's well-being may be obtained by one or more of the 
following; "attachment, social integration, opportunity for 
nurturance, reassurance of one's worth, a sense of reliable 
alliance, and obtaining guidance" (Lazarus and Polkman, 1984, 
p. 249). Social support has been, also, identified according 
to its functions. Three dimensions of social support were 
suggested "emotional support, which involves intimacy and 
receiving reassurance; tangible support, or the provision of 
direct aid and services; and informational support, which 
includes advice concerning solutions to one's problem and 
feedback about one's behaviour" (Ganellen and Blaney, 1984 
p-157). 
Having discussed different aspects of social support's 
definitions, is it possible to single out one of these 
definitions as an ideal one? Recent writing in social 
support suggested the contrary. Up to now, Ganellan at al. 
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(1984) argue that no single conception of social support has 
received general acceptance. However, people who are 
interested in social science are well aware of the fact that 
some researchers in this field sometimes criticise the 
previous work in the subject they are dealing with and then 
leave the readers without alternatives. Thoits (1982) in his 
well-presented and documentated paper, 'Conceptual, 
Methodological and Theoretical Problems in Studying Social 
Support as a Buffer Against Life Stress', recognised the 
problem and presented a comprehensive definition: 
"Social support is defined as the degree to which a 
person's basic social needs are gratified through 
interaction with others. Basic social needs include 
affection, esteem or approval, belonging, identity, and 
security. These needs may be met by either the provision 
of socioemotional aid (eg. affection, sympathy and 
understanding, acceptance, and esteem from significant 
others) or the provision of instrumental aid (eg. advice, 
information, help with family or work responsibilities, 
financial aid). Instrumental aid has socioemotional 
overtones of course; practical help from others assures the individual that he or she is cared for. The social support 
system is defined as that subset of persons in the 
individual's total social network upon whom he or she 
relies for socioemotional aid, instrumental aid, or both. " 
(pp. 147-148). 
These definitions, Thoits goes on, allow the researcher to 
examine different aspects of social support. Including of 
course the functional properties of the social support system 
where the perceived amount of aid by an individual can be 
measured. 
1.5.3 The role of Social Suanort 
Does social support have a direct effect on illness or 
stressful life event? Does social support interact with 
stressful life event or does it have an effect at all? The 
available literature suggests that social support has an 
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.. effect on illness but does not specify what kind of effect! 
A look at some of the recent research in social support may 
prove to be helpful. First; studies that found direct 
effects of social support; social support was found to be not 
only related directly to illness but excercises more 
influence on illness than stresses (Linn et al, 1979). Lack 
of support in the form of father's absence was found to have 
an effect on moral development. Male delinquents whose 
fathers were absent scored lower on a moral maturity scale 
compared to male delinquents whose fathers were present (Daum 
and Bieliauskas, 1983). In a study of the relationships 
between social relationships and neurotic symptoms, perceived 
social relationships rather than the social relationships 
themselves were found to be related to neurotic symptoms 
(Henderson and Moran, 1983). Ganellen and Blaney (1984) 
examined the relationships among hardiness (comprises three 
dimensions: control, commitment and challenge), social 
support and life stress. Hardiness was found to be related 
to social support. Social support has a direct effect on 
adjustment but has no buffering effect for stress. Seconds 
studies that found evidence for social support as a buffer 
against Illness or psychological problems following stressful 
life events; intimate relationships buffer the effect of 
severe life stress. Women with such relationships have some 
sort of immunity against affective disorder after 
experiencing severe stressful events while women with no 
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intimate relationships lack such immunity under similar 
circumstances (Campbell et al, 1983). Perceived support from 
the boss buffered the effect of stress on illness (Kobasa and 
Puccetti, 1983). hý irds studies that suggest the additive 
model for stressful life events, social support and illness; 
Billings and Moos (1984) suggested that poor coping and low 
social support together, in an additive manner, increase the 
subjects' vulnerability to illness following stressful life 
events. Williams et al (1981), conducted a study regarding 
the relationships between life events, social support and 
mental health. In this study their main concern was to 
address the question of additive versus interactive effect of 
social support in relation to stressful life events and 
illness. They concluded, after examining different methods 
of the social support research, that: 
1) by using non-experimental data, it is difficult to resolve 
the issues of cause and effect, 
2) social support does not interact with life events and 
3) the additive model is the most suitable interpretation of 
the relationships between life events, social support and 
mental health. 
It is obvious that the role of social support on life events 
and illness is far from being clearly understood. The 
conflicting results of studies in social support do not, of 
course, belittle the importance of social support. Such 
controversy reflects merely, the weakness of these studies, 
and the over-simplicity of the theoretical modelling 
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involved. However, research in social support and health 
reviewed thus far has shed some light on possible causes of 
the inconsistancy of previous findings. Some of these 
problems, however, cannot be separated from those found in 
life-event methodology since both variables, in most . of the 
studies mentioned here, were used as environmental factors 
that may affect health. 
1.5.4 Theoretical issues in Social Suooort and illness research. 
Measurements represent an obstacle to the progress of life 
events, social support and illness research. Most workers in 
this field collect their data through subjects' self-report. 
Such method has a suspect validity. The major problem with 
this method is that subjects may not always report what they 
are asked to report as it is in. reality. One subject, for 
instance, may underestimate the support he/she is receiving 
from society simply because he/she is in a depressed mood, 
yet another may exaggerate the support he/she receives from 
others for reasons of social desirability (Henderson et al. 
1981). 
The direction of causality in the stressful life events, 
social support and illness research is very difficult to 
establish. The question of the buffering (interaction) 
effect of social support is, therefore, far from being 
settled. The cause of such confusion is rooted in= 
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1) the measurement of stressful life events and social 
support and 
2) in the nature of stressful life events and social support. 
In the measurement of life event, subjects are asked to 
report events that had happened to them in the last 12 months 
or so, or are presented with a list of events and asked to 
circle events that happened to them. The list includes, 
amongst others, questions about bereavement, separation and 
work situations. Subjects' scores are determined by the 
number of events they circle. In relation to social support, 
events that fit under the umbrella of bereavement, separation 
and work situations are at the heart of social support. 
Individuals who lost loved ones, got fired, and/or are 
separated from others, are likely to lose some of the social 
support they used to receive before such events, and may then 
suffer from psychological or physical complications. Under 
such circumstances, some researchers may conclude, 
inaccurately, that under high stress, low social support 
leads to illness and that low support has a moderating 
effect. In fact, the only logical conclusion that can be 
drawn from such example is that either stressful life event 
(or) social support has an effect on illness, since they are 
almost the same in this case. 
Other events in the life events scale, such as separation and 
work situation may not only be directly linked with social 
support change but can also lead indirectly to it. Por 
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instance, if one suffers from some financial hardship, one 
may change one's life-style and may then lose some of the 
social support one used to enjoy. On the other hand, social 
support may directly or indirectly prevent or enhance the 
occurrence of undesirable life events. Having good 
relationships with co-workers may ease one's difficulties 
with one's boss, reducing the possibilities of dismissal 
(Thoits et al, 1982). Taking the above discussion into 
consideration, it is obvious that research in this field has 
suffered from contaminations, resulting from unspecified 
measurement (Frydman, 1981). 
1.5.5 The comolexity of the Social 8uooort concept 
It has been assumed that the more people a person can contact 
the happier he/she will be. But is this the case in reality? 
The argument, of course has a built In persuasive power. 
Many researchers supported it, the majority of people believe 
in it, and it has a reasonable theoretical ground. However, 
there is now some evidence, although not conclusive, that 
suggests otherwise. An example may be helpful. If someone 
has a circle of 100 people with whom he/she normally contacts 
on a regular basis and all of these people are ready to offer 
their help to this person when he/she needs it, and he/she is 
also willing to do the same for them, then one may assume 
that this person is socially supported. But what about if 
some of the 100 people are not supportive. It may be argued, 
however, that such a situation should not have happened in 
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the first place, since an individual chooses the people 
he/she wants to have relationships with. But this is, argues 
Rook (1984) not always the case. "Most people's social 
contact may be generally positive but at least some contacts 
are unwanted and aversive in nature". In his recent study 
Rook found that the negative side of social interactions not 
only affects human psychological well-being but has a 
stronger effect compared to the positive social interaction 
in relation to individuals' psychological well-being. 
The way in which support is given plays an important role in 
the effect of the support. It is, therefore, important in 
certain cases that people who are willing to give their 
support to others have some basic psychological knowledge. A 
case of an individual reacting to the possibility of him/her 
being a victim of incurable illness may illustrate this 
problem. There is some evidence supporting the idea that 
denial in the part of the patient at certain stages of the 
illness may be necessary to some patients' ability to cope 
With the illness, stress. When this is the case it is 
important that supporters show some sign of understanding the 
reasons behind the patient denial. Obviously lack of 
awareness in such cases may disturb the patients' coping 
process or force supporters to withdraw their support 
(Gottlieb at al, 1983). 
The complexity of social support can also be seen in the 
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interaction between supportive situations themselves. If two 
persons, for instance, have gone through what might be seen 
as a depressing experience, such as divorce, and one of these 
two gets married soon after while the other does not, how 
could one estimate the amount of support which these two 
persons have lost as a result of the divorce? One 
possibility, amongst others, is that the person who got 
married unlike the person who did not, has not lost much 
support, but again, researchers in this field are not dealing 
with mathematical formulas where for instance, and in its 
simplistic form, 2+2 = 4. The suggestion that getting 
married again would heal the divorce wounds is, therefore, 
subject to some serious problems. Some workers in the field 
of stress, social support and illness have for a long time 
assumed that the termination of relationships between humans 
is bad and hence, has a negative effect on individuals' 
health, but they failed to differentiate between the effect 
of the termination of relationships by not paying attention 
to the structure of these relationships in the first place. 
In reality, when someone receives social support, builds a 
new relationship, or terminates an old one, he/she 
experiences a different and maybe unique reaction to it. 
Thus, treating the effect of social support as having the 
same influence on subjects without reference to what such 
support means to subjects, is misleading. For research in 
this area to be useful workers should estimate the effect of 
social relationships on individuals on the basis of% 
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1) the degree to which such relationships strengthen the 
person's personal identity, 
2) the changes which such relationships may cause to the 
individual's identity (Breakwell, 1983), aRd . 
3) the tangible help it can offer the individual involved. 
However, despite all of these limitations, the effect of 
social support on health either independently or in the 
presence of stress has been demonstrated by numerous studies, 
suggesting that socially supported people are healthier than 
those who are not (Cohen and Mills, 1985). The inconsistency 
of social support research reported by some investigators may 
be explained by the fact that some of these researchers have 
not managed to avoid the problems discussed previously. 
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1.6 LOCUS OF CONTROL 
1.6.1 Introduction 
Attribution theory focusses on the ways in which people 
interpret the cause of certain events or behaviour and 
assumes that these causal attributions determine to a large 
extent people's reactions to these events. The root of the 
majority of attribution research can be found in the writing 
of Heider (1958), Jones and Davis (1965), and Kelly (1967). 
The three theories outlined by these three authors, despite 
their differences, share the following concepts "Mediation 
between stimulus and responses; Active and Constructive 
Causal Interpretation and Common-sense Explanations and 
Answers to the Question 'Why"' (Hewstone, 1983, p. 9). 
The last decade has witnessed an ever increasing interest in 
attribution theory. At the heart of the attribution theory 
is the Locus of Control construct. Locus of control as 
Introduced by Rotter (1966), divides individuals as Externals 
and Internals on the basis of their attribution of the cause 
of reinforcement. Externals can be defined as: "attributing 
the cause of reinforcing events to environmental factors, or 
luck, and internals as perceiving reinforcement as contingent 
upon personal factors" (Chaney and Bugental, 1982, p. 213). 
As the interest in Locus of Control reached its peak a 
considerable number of scales were developed to measure it. 
Up to now over 30 scales have been devised for this purpose, 
but Rotter's Internal-External (I-E) scale is by far the most 
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used scale (Lefcourt, 1983). 
The role of Locus of Control in human life has been 
thoroughly examined, ranging from its effect on simple 
decision making to its effect on health. The origin of Locus 
of Control, the characteristic of Internal and External, and 
relationships between Locus of Control and illness will be 
discussed in the following pages. 
1.6.2 The oriain of Locus of Control 
Rotter believed that Locus of Control is a construct which 
people learn from their past experience (Antaki and Brewin, 
1982). Individuals do not inherit a tendency to perceive the 
outcome of their actions as being controlled by them or by 
the environment. The majority of researchers in the field, 
also support this assumption (Dyal, 1984). 
Empirical support for the hypothesised strong role of the 
environment in the development of Locus of Control is also 
available 
Strong evidence suggesting that people learn how to become 
Internals/Externals can be found, for instance, in studies 
conducted on the elderly and Locus of Control, and cultures 
and Locus of Control; for instance, individuals tend to 
become more Externals as they grow older (Lumpkin, 1985). 
People's mental and physical health decline with age, leading 
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old persons to believe that events are just happening and 
nothing can be done about them. The ways in which parents 
treat their children also affect these children's 
attribution. There is some evidence to suggest that cons of 
directive parents are likely to be Externals and that 
parental nurturance, in general, is associated with children 
belief about controlability (Nedinnus et al, 1983). 
Other support for the learning theory of locus of control is 
to be found-in studies of locus of control and culture. In 
the following table (as reported by Lefcourt, 1983), samples 
of cultures in column I were found to be more Internal 
compared with samples of those in column 2: 
Culture Compared with culture 
(Country) (Country) 
Israeli 
United States 
Caucasians (US) 
Non-native American 
children 
Arab 
China 
Mexican-American (US) 
Native American 
children 
Culture influence on locus of control was also reported by 
Wallace at al, (1984). They reexamined the relationships 
between self-esteem and locus of control by using children 
used as subjects five years earlier. In the first study high 
self-esteem boys scored more internally than low self-esteem 
boys, but high self-esteem girls scored less internally than 
low self-esteem girls. In the follow-up study the same 
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relationships between self-esteem and locus of control was 
found among boys. while girls reversed the negative 
relationships found in the first study between these two 
variables. Cultural factors were suggested as being 
responsible for these conflicting findings. Aa attitudes 
toward women change their self-image changes as well. 
Hewstone (1983) reported that while attributions to ability 
for achievement were higher than attribution to lack of 
ability for failure is common across cultures, the size of 
this self-serving bias was three times for Indian subjects 
that what it was for Japanese subjects. In another study 
being ill was found to be associated with less confidence in 
patients' own ability to control their environments (Tadmor 
at al, 1985). 
Studies mentioned above suggested that there is a general 
consensus indicating that the locus of control construct is 
dependent upon previous experience. 
1.6.3 Characteristics of Internals and Externals 
The differences in the behaviour of Internals and Externals 
can be noticed by an experienced observer. Indeed, empirical 
studies have documented that Internals' behaviour differs 
from that of Externals' in many ways. 
In general terms, externality seems to be associated with 
maladjustment, lower achievement levels, and powerlessness, - 
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while internality is related to higher self-esteem, self- 
acceptance and other more active functioning (Lefcourt, 
1983). 
Internal and External males may not necessarily behave as 
Internal and External females. Studies on sex differences in 
locus of control suggest that females tend to be more 
External than males. But findings concerning male/female- 
differences are far from conclusive. Lopez and Staszklewicz 
(1985), administered Rotter's I-E scale to 48 females and 48 
males and factor-analysed their responses. Three factors 
emerged: 
1) Internality-Externality related to success in life 
2) Internality-Externality related to future events and 
3) Internality-Externality related to politics. 
Significant differences were found only in Internality- 
Externality regarding success in life. Females were more 
Externals than males. On the other hand males/females do not 
follow the same pattern in developing Internality and 
Externality. In a study of people inhabiting a flood-prone 
area, a significant correlation between trait anxiety and 
locus of control were reported for women but not for men 
(Daman and Simpson-Housley, 1985). External males were, 
also, found to have some suicidal wishes while external 
females do not (Froyd and Ferry, 1985). 
On the other hand, Internals compared to Externals Indicated 
higher mean self-concept, low stress and positively perceived 
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by their spouses (Clayson and Frost, 1984), have the ability 
and self-confidence necessary to reach closer on their career 
plan while they are still in college (Cellini and 
Kantorowski, 1984). Externals displayed greater anxiety in 
the presence of death-related words than when exposed to 
neutral words, and were more anxious than Internals when 
asked to recall death-related words (Gilligan and Buckley, 
1984). Studies with students and sales managers indicate 
that Externals had significantly higher machiavellian scores 
than Internals, suggesting that manipulating others may 
result from a feeling of powerlessness rather than from a 
feeling of powerfulness (Comer, 1985). 
Differences between Internals and Externals were also found 
in ways in which they communicate with others. For Instance, 
Internals are more resistant to Influence and were able to 
show less conformity to persuasion than Externals (Brehm and 
Brehm, 1981). Externals were also found to be poor 
communicators when dealing with hyperactive children; 
"by adopting a communication style that may decrease their 
effectiveness., for instance; the voice assertion decrements 
shown by them may increase the unresponsiveness of the 
child" (Chaney and Bugental, 1982, p. 224). 
Empirical research, also, shows that Internals are better 
equipped in dealing with health-related problems than 
Externals. They seem to use more problem-focused coping 
strategies while Externals rely on emotion-focused coping 
strategies (Lazarus and Folkman, 1984), and In general 
Internals show more constructive health behaviour (Watts, 
1982). However, while the feeling of being in control 
11 
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provides Internals with the ability to be better copers, more 
assertive and capable of higher level of achievement, 
there has been some evidence suggesting that they are 
vulnerable once they recognise that things are getting out of 
hand and that they are no longer able to master events. 
Brehm and Brehm (1981), found that high Internals in low 
helplessness situations performed better than did no- 
treatment Internals, while high Externals showed poorer 
performance from the low-helplessness treatment compared to 
the no-treatment control group. However, both Internals and 
Externals exposed to high helplessness revealed deficits in 
performance compared to their control groups, and Internals 
showed a greater deficit than did Externals. Internals were 
also found to respond better to a programme in which they 
were given a say in the management of their condition. In 
explaining why in the long run, Internals suffer more from 
diabetes, Watts (1982), suggested that one would expect that 
Internals may respond poorly under medical direction, where 
they had little control and have some doubt about the 
usefulness of the programme provided for them. 
1.6.4 Locue of Control effects on Health 
The relationship between locus of control and health is 
twofold: 
1) either Internals behave in ways which might protect or 
improve their health (eating, drinking, smoking etc. ) 
2) Internals possess some sort of mental ability that enable 
them to tolerate the effect of strains on their health 
- 48 - 
and/or to maintain a good general health and well-being 
regardless of stress. 
Empirical support related to the behaviour of Internals and 
Externals has been discussed in the previous section and 
empirical research regarding Internals mental ability to cope 
with or without stress is discussed below. 
Before reviewing studies on locus of control and mental 
coping it is perhaps necessary to distinguish between what is 
meant by maintaining good health by behaving in a certain 
way, and maintaining health through mental coping. In the 
former, it is obvious that people who eat, drink, and sleep, 
sensibly would enjoy better health than those who do not. 
But Internals, as empirically suggested cope better than 
Externals regardless of the above factors. Evidence for such 
ability was not only true for humans but also for animals as 
well. Studies on lower animals suggest that acute physical 
stress is more immuno-suppressive when it is uncontrollable 
than when it is controllable (Jemmott and Lock, 1984), and 
there is no shortage of studies indicating that humans cope 
better when they feel that they are in control of their 
destiny. individuals who receive high instrumental support 
(the expected direct aid from others) and strongly feel that 
they are in control are likely to enjoy good health (Seeman 
at al, 1985). For instance, perceived control over prison 
environment was found to be related to the inmate stress 
level and physical symptoms. Those who perceived that they 
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had more control liked their room, suffered from less stress 
and had fewer physical symptoms compared with those who had 
less perceived control (Ruback, Carr and Hopper, 1986). In 
another study 77 a6oraphobics were divided into four groups: 
Cured, Mild, Moderate and Severe and were administered the 
multidimensional health Locus of control scale. Cured 
agoraphobics were found to be internally oriented while 
severe agoraphobics were more externally oriented (Adler, 
0 
Price, 1985). Among 38 student-teachers, those who were 
classified as Internals by the Locus of Control scale for 
teachers perceived events as less stressful than those who 
were classified as Externals (Sadowski and Blackwell, 1985). 
In a hospital setting, Locus of Control was reported to have 
a moderating effect in relation to work and stress. 
Internals seem to experience less stress in less structured 
work environments compared to their External colleagues 
(Marino and White, 1985). 
These recent studies combined with previous studies regarding 
Locus of Control and depression strongly suggest that 
Externals who have a deficit in coping strategies and a 
perception of response-outcome independence (eg. learned 
helplessness) (Lefcourt, 1983) are expected to be vulnerable 
to illness. 
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1.7 SUMMARY OF REVIEW OF RELATED LITERATURE 
The emergence of stress-illness research as a possible 
scientific enterprise was recognised by researchers from a 
wide range of disciplines as a result of Selye's laboratory 
studies in which he was able to demonstrate that prolonged 
exposure to environmental stressors caused pathological 
changes in living tissue. But the link between stress in the 
form of changes in social environment and illness was 
highlighted by the work of Hawkins, Davies and Holmes (1957) 
(Henderson et al, 1981). 
In recent studies in the field, stress, whether seen as, 
factors relating to the individual's perception of threat; 
"social stress that accompanies the disruption of a social 
unit or system" (Heilbrun, Jr, 1984); or the individual 
response to events that challenge it (Fleming et al, 1984), 
is interpreted in terms of the adaptive behaviour which 
individuals undertake In response to the stressor (Williams 
et al, 1981). 
The accumulation of research during the past two decades has 
left only a handful of researchers who doubt that stress does 
affect health. There is now considerable empirical evidence 
supporting what has been theoretically proposed for a long 
time regarding the relationships between stress illness. 
Major life events were found to be related to higher numbers 
of psychological symptoms (Tholts, 1982)= associated with 
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both physical and psychological problems (Healey at al, 1981) 
and more specifically. associated with a large number of 
conditions ranging from physical problems such as athletic 
... 
Injuries and coronary heart disease to symptoms of 
psychological distress and psychiatric disorder (Gersten et 
al, 1977). The evidence is so overwhelming that it convinces 
the most sceptical as Storr (. 1983) puts it: 
"Every time I encounter George Brown's work on social 
Origins of Depression, i blush for my profession. We have 
allowed a sociologist to discover what psychiatrists ought 
to have found out years ago, but failed to do because of 
their pseudo-medical assumptions. " (p. 431). 
The arguments can even be more persuasive if the latest 
advances in the stress-process research are considered. For 
example it was found that exposure to uncertainty or 
ambiguity was related to increases in catecholamines 
(norepinephrine and epinephrine) and cortisol, while more 
focused anger or fear was associated with increases in only 
norpinephrine and cortisol. These responses are integrated 
by the central nervous system and normally mediated by 
psychological. factors (Fleming et al, 1984). 
At this stage of the development of stress-illness research 
the theoretical and empirical evidence has been established 
but the explanatory power of the research is rather low. On 
average the correlation between life events and illness 
reported in previous research is 0.3, indicating that many 
people seem to cope well against stress (McFarlane et al, 
1983). Young people were singled out as the least affected 
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group (Rutter, 1981), (Surtees, 1980) and (Gore, 1978). What 
makes some people fall ill following stress while others do 
not, presented itself as a challenging question. Some 
unidentified variables seem to play an important role in the 
relationships between stress and illness. In response to 
this question researchers introduced a sizeable number of 
variables called mediators or moderators in the hope that 
such variables would explain individual differences in coping 
with stress. The list includes: the immune system, family 
background, medical histories, sensation seeking, type-A 
behaviour, Locus of Control, social support, income, 
alienation and powerlessness (Kobusa and Puccetti, 1983). 
Among these variables, social support and Locus of Control 
seem to be the most researched variables. The stress-illness 
research development can be summed up in the table overleaf. 
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Stare Status 
mere 
speculations 
2 
Frso- 
e ss 
3 social 
resources 
Stress u"> personality . >i l lness 
characteristics 
environmental 
factors 
4 
physiological 
factors 
immune system 
IA search for 
a link between 
(specific type 
of stressor and 
specific type 
of illness 
Nate 
Among the general 
population 
Significant but low 
correlations were 
documented. 
In general, significant 
moderating effect by 
these variables 
In some cases, the 
proposed moderators 
have main effect on 
illness. 
Sometimes exceeds the 
main effect of stress 
Researchers' confidence 
in the validity of the 
research has grown up. 
Suggestions regarding 
a possible association 
between events and 
certain illnesses 
emerges. The present 
study addresses this 
issue in a separate 
chapter. 
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Through the first three stases, stress-illness research has 
been criticised for excluding important variables, including 
irrelevant ones and/or applying ill-fated methodology. 
The most prevalent criticism was that most studies relied on 
retrospective methods of data collection. In such designs 
researchers are faced with: 
1) the problem of biased recall, where some subjects try to 
'explain away' their illnesses in terms of increased 
stressful events (Monroe, 1982), 
2) Memory effect, where people may simply forget what has 
happened to them (Henderson et al, 1981), due to age 
and/or illness. 
Stress-illness research validity has also been weakened by 
the problem of the intercorrelations between the dependent 
and the independent variables. Some questions were, 
sometimes, used in both measures ... for example questions 
related to health in the life events scale (McFarlane et al, 
1980). Some events may be caused by rather than cause the 
illness (Rutter, 1981). For instance, marital difficulties 
or losing a job could result from bad health. 
Another problem arises from the characteristics of samples 
used in some of these studies. For example the size of the 
sample is too small; represents one section of the population 
and/or excludes women, especially in work stress-illness 
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studies (House of al, 1986). 
Most of the studies on stress and illness were carried out 
in the West, thus not allowing for more understanding of the 
dynamic of the relationships between stress, psychosocial 
factors and illness possible within a cross-cultural 
framework. 
1.8 THE STUDY AIM AND HYPOTHESIS 
The present study examines the relationships between 
psychosocial factors and illness using data collected from 
two samples (British and Saudis, males and females). The 
inclusion of samples from different cultures is 
essential in psychological research for it may lead to: 
1) either the generalization of psychological theories or a 
scientific understanding of the role of culture in the 
aetiology of illness 
2) revision of existing psychological theories in accordance 
with the new knowlege that may be highlighted by cross- 
cultural research (Hewstone, 1983). 
However, one could achieve this by using a sample from one 
culture (for example, the least researched one; in the 
present case, Saudi Arabia) and then compare one's results 
with the available results based on the other culture (in the 
present study, Britain). However, while this method is 
constantly used by researchers in cross-cultural research, it 
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was felt that using fresh data collected from two different 
cultures by the same investigator and based on more or loss 
the same measurements is, by far, superior to studying one 
culture and then comparing the results with those from 
existing studies of other cultures. 
In the present study two designs were used (1) retrospective 
and (2) prospective. In the retrospective design students 
were asked: 
1) to record experiences that have occurred at any time of 
their life since birth and all illness or symptoms they 
have now or ever have had in the past. 
2) to record the date of each experience and illness, and 
3) to use a scale from I to 100 (when 100 is the death of a 
friend or family member and i is a minute annoyance) to 
indicate how stressful they would rate the events. 
Asking subjects to record all events or illnesses that 
happened in the distant past is problematic. It can be 
argued that some people may forget these events. But it is 
also possible that major events are unforgettable (Henderson 
at al, 1981). However, the latter argument was preferred In 
this present study for: 
1) since the study sample included students only, it is 
perhaps easier for them to remember, due to their age, 
what has happened to them during their past life; 
2) a fixed date where, subjects are asked to record events or 
Illness that have happened to them in the last number of 
days, months or years may be statistically attractive but 
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it can be misleading in many ways; 
a) if someone is asked to record what has happened to 
him/her during the last twelve months, and it happened 
that during that period no major events occurred, but a 
few days or months prior to the fixed date he/she had 
encountered a very depressing event. Now if this 
person happened to be very ill recently or during the 
questioned period, the researcher would conclude that 
there was no relationship between stressful events and 
illness. The conclusion is correct since the subject 
did not record any stressful events, but this 
conclusion is not valid. 
b) A fixed date is also misleading, for it does not 
logically consider the nature of illness. If someone 
stated that he/she is now suffering from a number of 
symptoms, and happened also to have had experienced 
major events during the specified period; the 
researcher may conclude that there is an association 
between events and illness. This could also be an 
inappropriate conclusion if it happened that this 
person had been suffering from these symptoms for 
years, or if he/she had the illness for years but 
only recently had its symptoms. 
The prospective design, on the other hand, would facilitate 
exploring the direction of causality amongst the variables. 
For it is not very clear yet whether life events cause 
illness or more life events, and whether illness leads to 
more illness or to life events (Suls and Pletcher, 1985). The 
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present study introduces two new variables to the stress and 
illness research; (1) polygamy and (2) identity. The two 
variables are examined in terms of their direct effect on 
health and/or their moderating effect in relation to events 
and illness. It is important to examine the effect of 
polygamy (having more than one wife) on children, for such 
events, no doubt, change the physical and emotional structure 
-of the whole family, and therefore one would expect this 
restructuring of a given family to leave its mark on the 
children; (More details are presented in Chapter 4). 
Identity is also another unresearched variable in this area. 
Its relationships to stress and health is, therefore, not 
clear. There is, however, some theoretical evidence to 
suggest that a threat to one's identity may negatively 
affect one's health. A person's view of self depends to a 
certain degree on what that person believes significant which 
others think of him/her (Beatty et al, 1984), but the way 
someone sees him/herself does not necessarily match the way 
in he/she is seen by others. Individuals' views of 
themselves and others' agreement or disagreement with these 
views could be in any one of the following forms: 
View of self Others' view 
H 
positive positive 
2 negative negative 
3 negative positive 
4 positive negative 
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Discrepancy between one's self view and others' views of it, 
where a person values him/her self while others do not may be 
harmful to one's well being (Breakwell, 1983). Identity and 
health are dealt with in Chapter 6. 
The present study also broadens the scope of the stress- 
illness research by examining a possible link between 
specific events and specific illness. At this encouraging 
stage of stress-illness research, some investigators suggest 
that perhaps the time has come for narrowing the stress- 
illness hypothesis in order to examine the effect of certain 
event on certain illnesses rather than the effect of general 
events on general health (Cooke and Hole, 1983). 
1.9 AIMS AND HYPOTHESES 
Basically the hypotheses tested for the British were also 
tested for the Saudis. There are, however, two more 
hypotheses involving polygamy for the Saudi students and some 
of the hypotheses in Chapter 5 are not exactly the sane for 
both groups. The extra two hypotheses and difference between 
hypotheses in Chapter 5 are stated where appropriate. The 
aims and the hypotheses shared by the two groups read as 
follows: 
To develop a social support scale suitable for both 
the British and the Saudi students. 
Hvaothesis t" High stress (number of events and rating of 
events), low social Support and, 
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Externality are, separately, associated 
with poorer health. 
Hvoothesis 2! There are significant sex differences in 
Health and in Internality 
Hypothesis 3: There are significant sex differences in 
Life Events and in Social Support. 
Hypothesis 4! The relationships between Life Events and 
Health differ according to the sex of the 
subject. 
Hypothesis 5 The health of those who receive high Social 
Support differ significantly from the health 
of those who receive low Social Support when 
both groups are under high stress. 
Hypothesis 6: The Health of Internals differ 
sigpificantly from the Health of externals 
when both groups are under high stress. 
It must be stated that Hypotheses 7,9, and 11 on the one 
hand, and Hypothesis 1 on the other differ only in their 
approach to the same problem. The same is true for 
Hypothesis 10 and Hypothesis 5, and Hypothesis 12 and 
Hypothesis 6. These two sets of hypotheses could have been 
incorporated to form one set of hypotheses had more students 
been available to fill out the questionnaire six months 
later, allowing for testing the study hypothesis by using a 
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single data. 
However, as it turned out, about one third of the students 
filled out the questionnaire for the second time, making it 
difficult to ignore the majority of participants. The 
original hypotheses were, therefore, divided into two sets of 
hypotheses, one not predicting that the independent variable 
is associated with the dependent variable and was tested 
using the retrospective data, and the other set proposing 
that the independent variables have an impact on the future 
state of the dependent variables, and was tested by using the 
longitudinal data. 
Hvvothesis 7s Subjects' Life Events at Time I predicts their 
Health at Time 2. 
Hypothesis 8--- Subjects' Life Events at Time 2 affects their 
Health at Time 2. 
Hypothesis 9! Social Support at Time I predicts subjects' 
Health at Time 2. 
Hypothesis 10: Social Support moderates the effect of Life 
Events at Time I and at Time 2 on health at 
Time 2. 
Hypothesis 11: Locus of Control at Time 1 predicts subjects' 
Health at Time 2. 
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Hypothesis 12! Locus of Control moderates the effect of Life 
Events at Time 1 and at Time 2 on health at 
Time 2. 
Aim-2i To factor analyse the List of Recent Experience (LRE) 
in order to find out whether the scale can be divided 
into subscales of specific life events. 
Hypothesis 13r There is a significant association between 
specific life events and illnesses. 
Aim 3! To develop a scale to measure Identity that is 
suitable for both the British and the Saudi students 
and to establish how the two groups value themselves 
on a range of traits and adjectives. The values 
placed on each trait and adjective will be used in 
scoring in the Identity scale. 
Hypothesis 141 Subjects' health varies according to their 
self-perception. 
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2.1 INTRODUCTION 
In this chapter the samples, the procedures and the 
instruments used in this study are discussed. Each section 
is divided (where applicable) into two parts; one for the 
British students and the other for the Saudi students. 
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2.2 THE SAMPLE 
Although research in stress And Illness has been intensified 
during the last three decades, studies in which students were 
used as subjects are relatively rare (Cole, 1985). The 
exclusion of students in studies dealing with physical 
symptoms or those using hospitalized subjects is 
understandable since students do not easily fall into these 
two categories compared to older population. But there is no 
satisfactory explanation for not including students in 
studies where subjects are neither physically Ill nor 
hospitalized. In fact, using students may be beneficial for 
the stress-illness research for a number of reasons; 
1) They have just become adult, and are likely to be 
subjected to stress as they try hard to meet what is 
expected of them as grown-ups. 
2) As has been suggested already, they could recall events 
and illnesses that had happened to them more accurately 
than older subjects. 
3) Universities can be a stressor in many ways; taking 
examinations, filling in college applications, waiting for 
results, dealing with parents, choosing college (Hansell, 
1982), and then, adjusting to university life and keeping 
up with academic requirements can be stressful events 
(Hansell, 1982). 
On the other hand using students as subjects may have a 
negative effect on the validity of the research. This could 
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arise if some of the students who have some background 
information about psychological factors and health may, 
somehow, allow such knowledge to influence their responses to 
the study instruments (Folkman et al, 1985). As a 
precautionary procedure however, the use of psychology 
students was very limited in the present investigation. 
Another obvious problem of using students as subjects is that 
the study findings cannot be generalized to other sections of 
society. 
However, while keeping the last two points in mind, students 
were chosen as subjects of the present study. 
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2.2.1 A- The British students 
140 British students (88 females and 52 males) participated 
in this study. They were all students at London University. 
The average age of the participants was 20.3. Figure 2.1 
shows the percentage by area of study of the British 
students. Those classified as "Others" are disciplines with 
less than five students and include; Government -I student, 
Sociology -I student. Film -I student, Art -I student, 
Biology -4 students, Oriental studies -I student, Transport 
studies -I student, Theology -I student, Computer -I 
student, Nutrition -I student, War -i student, and for 
Eastern studies -I student (33 more students participated in 
rating the identity scale; see Chapter 6). 
2.2.2 ß- The Saudi students 
290 Saudi students (220 males and 70 females) participated in 
this study. They were all students at King Saud University 
in Riyadh (the capital of Saudi Arabia). The University is 
the biggest in the country. It has about 30,000 students. 
The average age of the participants aas 21.5. Figure 2.2 
shows the percentage by discipline of the Saudi students. As 
already mentioned, "Others" refers to disciplines with less 
than five students and includes; Agriculture -2 students, 
Dentistry -4 students, Law -3 students, Engineering -2 
students, Special Education -I student, Communication -I 
student, Art Education -4 students, Home Economics -3 
students, and Political Science -I student. (61 more 
students participated in rating the identity scale; see 
Chapter 6) 
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2.3 PROCEDURES FOR THE RETROSPECTIVE ELEMENT OF THE STUDY 
2.3.1 A- The British students 0 
The British students were contacted through two methods; 
1) An official letter from the Department of Psychology at 
Surrey University was submitted to Residents Hall Officers 
at London University by the investigator in November 1985. 
The questionnaires were than handed out to the residents 
of these halls who were willing to fill them in. 
2) More questionnaires were also circulated directly to other 
students at the London University student union. 
The following covering letter was attached to each 
questionnaire. 
STRICTLY CONFIDENTIAL 
Narre.......... 
0.. 0.0... 0090 
Nationality ............... 
Sex: Male () Female () 
Address ................ 
Date: ............... 
Age....... 
Year: lot: 
2nd: 
3rd: 
4th, 
Postgraduate: 
Dear Students 
Status: Single: 
Married; 
Separated: 
Divorced: 
Department: 
I am a Ph. D. student at the University of Surrey 
(Psychology Department). This questionnaire is part of my 
work on stress, ' social environment and illness. Please 
fill in the questionnaire and post it to me using the 
provided S. A. E. Upon receipt of your completed 
questionnaire, I will send you £2 for filling it in. 
Finally, if you want to know about the results of the 
research please put an (x) in the brackets in front of YES. 
YES( ). 
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Thank you very much 
Yours sincerely 
N Moharib 
PS. This is purely a scientific research and you are not 
liable for whatever answers you give. 
In all, 310 questionnaires were handed out, but only 159 of 
them were returned. 19 questionnaires were not fully 
completed and, therefore, not included in this study. The 
return rate was 51.3 percent. The first returned 
questionnaire was received on the 5th of November 1985 and 
the last was received on the 9th of December 1985. 
2.3.2 B- The Saudi students 
The method of circulating the questionnaires to the Saudi 
students was slightly different from that used for the 
British students. Through an arrangement with the Dean of 
the College of Education and the Department of Psychology at 
King Saud University, the questionnaires were handed to the 
Saudi males by their lecturers at the beginning of sessions. 
The following covering letter was attached to each 
questionnaire: 
Dear Students 
This questionnaire is part of my work on stress, social 
environment and illness. Please fill in the questionnaire 
and hand it over to your lecturer. I would be very 
grateful to you if you write your name, identification no. 
or both, to enable us to contact you again if we felt that 
filling in the questionnaire for the second time is 
necessary. However, if you feel for any reason, that 
mentioning your name is not appropriate, than don't-mention 
it. 
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No other information was given to the students, except in 
some cases where a few students asked some questions while 
filling in the questionnaires. -Those who asked such 
questions were told to rely on the instructions given with 
each scale. 
Lecturers collected the completed questionnaires at the end 
of the sessions. Students who could not complete their 
questionnaire were asked to take them home and bring them 
back after completion as soon as possible. 
320 questionnaires were handed out and 267 were received. 47 
questionnaires were not completed, and were not used. The 
return rate was 83 percent. 
For the Saudi females the 
the students by the Resid, 
questionnaires were given 
returned to the officer. 
completed nor used in the 
percent. 
questionnaires were handed out to 
ants Hall officer. 130 
to the students and 92 were 
22 questionnaires were neither 
study. The return rate was 71 
For both males and females the questionnaires were collected 
during September 1985 and December 1985. This delay was due 
to some reluctance on the part of some of the King Saud 
University officers to circulate the questionnaire to 
females, due to the sensitivity of society toward women. 
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2.4 PROCEDURES FOR THE LONGITUDINAL ELEMENT OF THE STUDY 
2.4.1 A- The British students 
Following the receipt of their completed questionnaires, 140 
students (88 female and 52 male) were sent the following 
letter: 
Dear......... 
Will you be willing to fill in the questionnaire again within 
six months? Students who are willing to do so will be 
paid E3 each. 
Please indicate whether or not you are willing to fill in the 
questionnaire again by putting a (x) in the appropriate 
brackets and post this letter to me using the provided 
S. A. E. Thank you very much. 
I am willing ........ () 
I am not willing ......... ( ) 
Those who agreed were then sent the questionnaire in April 
1986. Amongst these students 61 (56 females and 5 males) 
sent back the questionnaire. Two males' questionnaires and 
13 females' were omitted, due to missing data. The first 
questionnaire was sent back on the 23rd of May 1986 and the 
last was sent back on the 19th of June 1986. 
2.4.2 B- The Saudi students 
Six months later, those who mentioned their names the first 
time and were still at the University were approached 
individually and asked to fill in the same questionnaire 
again. 69 Saudi students (all males) filled in the 
questionnaires for the second time. Attempts to administer 
the questionnaire to the Saudi females for the second time 
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were not successful due to the nature of the questionnaire 
and the sensitivity of the Saudi society towards women and 
towards sexual and personal questions. 53 questionnaires 
were fully completed and, therefore, were used. 
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2.5 INSTRUMENTS 
Five measures were used in this study: (1) The List of Recent 
Experiences, (2) The Cornell Medical Index (Health 
questionnaire), (3) The Social Support Scale for University 
Students, (4) The Locus of Control of Behaviour, -. and (5) The 
Identity Scale. The five scales are basically the same for 
both samples, but there are some differences in the number of 
items included and in the content of some of the items in the 
List of Recent Experiences Scale, the Cornell Medical Index 
(Health questionnaire), The Social Support Scale for 
University Students and the Identity Scale. There are no 
differences between the two versions of the Locus. of Control 
of Behaviour Scale. Description of these scales and 
differences between the English and the Saudi version of the 
List of Recent Experiences Scale, the Cornell Medical Index, 
the Social Support Scale for University Students and the 
Identity Scale are presented below. 
2.5.1 The List of Recent Experiences 
The List of Recent Experiences measures life events. It was 
developed by Henderson at al (1981). The scale consists of 
73 items, dealing with events which people encounter in their 
day-to-day living. Test-retest reliability is very high. 
The instrument was administered to 52 subjects and then "re- 
administered" between 7 and 14 days later to the same group 
of subjects who were asked to refer their responses to a time 
period (12 months) which was identical to that used in the 
first administration. The order of appearance of items on 
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the scale was changed for the second administration to 
control for recall of the previous performance. The 
correlation between the frequencies of recent experiences 
reported on the two separate occasions was 0.94 (P<0.001). 
(Henderson at al, 1981). 
Henderson used ten rating scales for each nominated item. 
Subjects are asked to rate, on a scale from I to 10, the 
emotional consequence of the experience and the source and 
degree of control over the experience. 
However, the number of questions was reduced to 50 questions 
and 46 questions for the Saudi and the British students 
respectively. Questions related to work were omitted from 
the Saudi version, while questions related to marriage were 
omitted from the British version. The original scale and the 
two versions used in this study are presented in Appendix A. 
The method used by Henderson to rate the event was replaced 
here by asking the respondent to rate the stressfulness of 
each event that he/she had experienced. The overall 
reliability of the scale was: Alpha=0.75 for the British 
students and 0.77 for the Saudi students. 
The responses of both the British and the Saudi students to 
the List of Recent Experiences were rotated by the oblimin 
method. The factors revealed by the analysis can be found in 
Chapter S. 
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2.5.2 Locus of Control of Behavi 
The scale was used to measure the students' attributions of 
their reinforcements. It consists of 17 items and was 
developed by Craig at al (1984). 
Statements included in the scale range from being in full 
control of events; 
"I, believe a person can really be the master of his fate" 
("After God" was inserted between can and really in the Saudi 
version to avoid conflict with their religious beliefs), to 
being a passive creature; 
"My life is controlled by outside actions and events". 
The whole scale can be found in Appendix B. 
Subjects were presented with the scale and the following 
instructions: 
"Below are a number of statements about how various topics 
affect your personal beliefs. There are no right or wrong 
answers. For every item there is a large number of people 
who agree and disagree. Could you please put in the 
appropriate bracket the choice you believe to be true? 
Answer all the questions 
012345 
Strongly Generally Somewhat Somewhat Generally Strongly 
disagree disagree disagree agree agree agree" 
2.5.3 matures of the scale 
Besides its simplicity and time-saving features, Craig at al, 
reported other qualities of the Locus of Control of 
Behaviour: 
1) It has a satisfactory reliability. A one-week and six- 
month test-retest reliability were: Pearson Corr. 0.90 
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and 0.73 respectively. 
2) It is independent of age, sex and social desirability. 
3) It was found to distinguish clinical disorder from normal 
non-clinical subjects: 
4) It has also a satisfactory construct validity, correlation 
between the scale and Rotter's I-E general expectancy 
scale (r"O. 67). 
2.5.3.1 The Social Support Scale for University Students 
This is a new scale developed for this study. The scale was 
meant to assist the social resources available for both the 
British and the Saudi students and how they perceive this 
support. Description of the scale can be found in Chapter 3. 
2.3.4 The Identity Scale 
This is a relatively new scale developed for this study. 
Here again, cultural factors were considered in the 
development of the scale. Details of the scale and its 
scoring method are presented in Chapter 6. 
2.3.5 The Cornell Medical 
The scale was used to meas, 
psychological and physical 
Brodman, Erdmann and Wolff 
and Department of Medicine 
Cornell Medical College. 
Index (Health Questionnaire) 
ure a range of the students' 
health. It was developed by 
(1949) from the New York Hospital 
(Neurology) and Psychiatry, 
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2.5.5.1 Features of the scale 
Brodman et al (1949) reported the following advantages of 
the scale: 
1) Collects a comprehensive, information about the subject's 
psychological and physical health. 
2) Rigorously tested and found reliable and accurate. 
3) Useful for research in all aspects of human health. 
The scale contains 195 questions in simple English that can . 
be understood by lay people. It consists of 18 sections: 
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Section Questions referring to: No. of 
Questions 
A Eyes and ears 9 
B Respiratory system 18 
C Cardiovascular system 13 
D Digestive tract 23 
E Musculoskeletal system 8 
F Skin 7 
G Nervous system 18 
H Genitourinary system 11 
I Fatigability 7 
J Frequency of Illness 9 
K Miscellaneous disease 15 
L Habits 6 
M Inadequacy 12 
N Depression 6 
0 Anxiety 9 
P Sensitivity 6 
Q Anger 9 
R Tension 9 
Total 195 
The administration of the scale is simple and 
straightforward. The subject's task is to circle either 
""yes" or "no" as applicable. There are two versions of the 
scale; one for men and one for women. The difference between 
the two versions is in the Genitourinary system section only. 
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As has been mentioned already the validity of the scale is 
very high. It was examined on responses to the scale by 191 
consecutive patients admitted to the General Medical 
Department of the New York Hospital. 
"When interpreted by physicians with no other information 
about the patients than their Cornell Medical Indices, the 
questionnaire yielded correct and comprehansive diagnostic 
deductions for almost every patient. The interpreters of 
the CMI identified almost all (94 per cent) of the 
diagnostic categories in which disease was found in 
hospital investigation. ......... Many evidences of 
disease, some of crucial diagnostic significance, that had 
been overlooked in hospital investigation were identified 
with the CHI. This was especially true of the 
psychological aspects of disease" (Brodman et al, 1949, 
p. 3). 
Following its publication, the Cornell Medical Index was used 
frequently by researchers. 
Schill at al, (1980) used the Cornell Medical Index to 
examine the relationships between loneliness, Locus of 
Control and somatic and psychological distress. Scores on 
the Cornell Medical Index were found to be correlated to 
scores on the Beck Depression Inventory. Both scales were 
administered to 29 male and 27 female students, normal 
subjects. Pearson Product-Moment correlations revealed the 
following significant relationships between scores on these 
two scales 
Score Men Women Total 
Cornell Physical 
Cornell Psychiatric 
0.52 
0.60 
0.56 
0.52 
0.53 
0.54 
P<0.006 
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In another study the Cornell Medical Index predicted the 
long-term work adjustment of males and females following 
cardiac surgery. With measures of sick role, measures of 
patient's health status, coping style, time off work before 
surgery, depression and subject's age, sections A to L of the 
Cornell Medical Index was second to time off work as the 
strongest predictor of work performance for men, and the most 
powerful indicator of work resumption for women. (Brown and 
Rawlinson, 1977). 
In the present study, however, the entire scale was not used. 
For the Saudi all sections of the Cornell Medical Index were 
administered, but questions relating to the subject's family 
and life experiences were omitted. For the British more 
questions and six sections were not used. Questions about 
tuberculosis and malaria which no longer exist in the U. K. 
were, therefore, omitted from the British version. 
Fatigability, Frequency of illness, Habits, Inadequacy, Anger 
and Tension sections were, also, not included in the British 
version. The reason for excluding these sections from the 
British version while including them in the Saudi version was 
due to the fact that psychiatry and psychology were only 
recently introduced to the majority of Saudis and as a result 
they are not psychologically sophisticated and may confuse 
physical symptoms with somatic problems (Dubovsky, 1983). 
Including these sections may assist the Saudi students in 
distinguishing between the physical and somatic symptoms. 
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2.6 THE TRANSLATION OF THE INSTRUMENTS 
The instruments were translated to Arabic by the Investigator 
and than translated back, by a Saudi who was fluent in both 
languages. The procedure was repeated several times until a 
satisfactory similarity between the two versions was 
achieved. The English version and the Arabic version were 
also chocked by a bilingual member of staff at King Saud 
University in Saudi Arabia to ensure that the Arabic version 
generate meanings that is similar as possible to the original 
English version. The Cornell Medical Index was further 
rechecked by a medical doctor. 
All scales were then approved by the King Saud University 
administration as suitable for the King Saud students. 
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2.7 LIST OF ABBREVIATIONS* 
Occasionally, abbreviations may be used instead of the whole 
name of a scale, or a term(s). Wherever found, these 
abbreviations refer to: 
Abbr. Name or term(s) 
LRE List of Recent Experiences 
SSUS Social Support Scale for University Students 
LCB Locus of Control of Behaviour 
H General Health 
HA Eyes and ears 
HB Respiratory system 
HC Cardiovascular system 
HD Digestive tract 
HE Musculoskeletal system 
HF Skin 
HG Nervous system 
HH Genitourinary system 
HI Fatigability 
HJ Frequency of illness 
HK Miscellaneous disease 
HL Habits 
HM Inadequacy 
HN Depression 
HO Anxiety 
HP Sensitivity 
HQ Anger 
HR Tension 
} An identical list can also be found in a fold-up sheet at 
the and of this thesis. 
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Abbr. Name or term(s) 
NE Number of events 
RE Rating of events 
DA I think of myself as scale 
DB I used to think that I was scale 
DC Others think of me as scale 
DE I would like to be scale 
DF Some people want me to be scale. 
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Reliability of the scales 
ALPHA 
British Saudi 
Administration Administration 
Sc a d l a e n 
number of items First Second First Second 
List of recent 
Experiences* 0.75 0.73 0.77 0.81 
Locus of Control 
of Behaviour (17) 0.78 -- 0.90 -- 
H (8-133,5=189)** 0.89 0.89 0.92 0.93 
HA (9) 0.41 -- 0.48 -- 
HB (B=16, S=18) 0.66 -- 0.61 -- 
HC (12) 0.64 -- 0.62 -- 
HD (8=20, S=21) 0.58 -- 0.69 
HE (7) 0.26 -- 0.55 -- 
HF (8=5, S=7) 0.26 -- 0.42 -- 
HG (16) 0.44 -- 0.62 -- 
HH (17) (11 each sex) 0.69 -- 0.58 -- 
HI (6) (Saudi only) 0.37 -- 0.63 -- 
HJ (9) (Saudi only) -- -- 0.69 -- 
HK (13) -- -- 0.36 -- 
HL (5) (Saudi only) -- -- 0.45 -- 
HM (12) (Saudi only) -- -- 0.67 -- 
HN (6) 0.60 -- 0.74 -- 
HO (7) 0.71 -- 0.58 
HP (5) 0.72 -- 0.67 -- 
HQ (9) (Saudi only) -- -- 0.66 -- 
HR (9) (Saudi only) -- -- 0.61 
* 46 for the British students, 
** B= British, Sa Saudis. 
and 50 for the Saudi students. 
(The original copy, the British version and the Saudi version 
can be found in'Appendix C). 
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In the present study scales with alpha below 0.60 were 
rejected. 
However, it is not surprising that some of the subscales' 
alpha fell below, 0.60. In fact, by examining their contents 
one would not expect them to show a high level of 
reliability. Take for instance those subscales with low 
level of reliability for both the British and the Saudi; eyes 
and ears, skin, miscellaneous disease and musculoskeletal 
system. They all contain items that are hardly related to 
each other, and since the value of alpha depends "on the 
average inter-item correlation ....... of items" (Carmines 
and Zeller, 1979), they failed to reach a satisfactory level 
of reliability. 
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3.1 GENERAL INTRODUCTION 
In this chapter the relationships between Life Events, Social 
Support, Locus of Control and Health are examined. 
The relationships among such factors have been investigated 
by researchers in a sizeable number of studies and were found 
to intercorrelate with each other in some of these studies 
and to have a direct effect on health in other studies. A 
summary of some of the related studies is presented in the 
Table overleaf. 
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This chapter and the next chapter involve a study carried out 
at London University and at King Saud University in Riyadh, the 
capital of Saudi Arabia, to test whether life events have an 
effect on the health of the British and the Saudi students. 
Social Support, Locus of Control, Sex and being a child of a 
father who is married to more than one wife (for the Saudi) 
will also be considered as factors which may directly effect 
health, mediate the effects of life events on health, or 
both. 
It is predicted that life events do have a negative effect on 
Health and that Social Support, and Locus of Control will 
both effect Health and mediate the effect of Life Events on 
Health. 
A combination of experiencing too many Life Events, receiving 
low Social Support, and scoring high on the Locus of Control 
scale would lead students to score much higher on the Health 
scale compared to those with any other possible combination. 
These predictions are examined in these two chapters. Their 
theoretical backgrounds were presented previously. 
All statistical analysis performed here used Statistical 
Package for Social Science (S. P. S. S. ). 
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3.2 RESULTS 
The analysis of results in this chapter is presented in the 
following order: 
1) The relationships between Life events, Social Support, 
Locus of Control and Health. 
2) Sex difference in Life Events, Social Support, Locus of 
Control and Health. 
3) The interaction between the effects of Life Events, 
Social Support and Locus of Control on Health. 
4) The effect of Life Events, Social Support and Lpcus of 
Control on future Health. 
3.2.1 
In this section Pearson Correlation and Stepwise multiple 
regressions were applied to examine the relationships between 
Life Events, Social Support, Locus of Control and Health. 
Although there is no general agreement suggesting that 
regression is the best procedure available, there is no 
evidence that other methods would alter the result obtained 
by the regression method (House, 1986). 
Multiple regression is usually used mainly to: 
1) summarize the relationship between a dependent variable 
and a number of independent variables and 
2) Identify the most useful variable for predicting the 
dependent variable (Norusis, 1985). 
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Generally the regression coefficient is related to the 
correlation coefficient, but 
"the regression coefficient is more informative since it 
indicates by how much the dependent variable changes as the 
independent variable changes, whereas the correlation 
coefficient indicates only whether or not the two variables 
move in the same or opposite directions and the degree of 
linear association" (Schroeder at al, 1986, p. 29). 
In fact, this difference in particular is the main reason for 
using regression analysis here. 
On the other hand, the Stepwise method is one of six methods 
of selecting the independent variables for the regression 
equation available in the S. P. S. S. Stepwise procedures are 
designed to select from a group of independent variables the 
one variable at each stage that makes the largest 
contribution to R2, and stops allowing independent variables 
to enter the equation when their contribution does not reach 
the level of significance specified by the investigator. 
Stepwise method is very useful when there are no theoretical 
backgrounds to assist the investigator in arranging the 
variables in order of their importance (Cohen and Cohen, 
1983). In relation to the present study, the effect of Locus 
of Control and Social Support on Health is not theoretically 
clear enough to allow one to determine which of these two 
variables has the strongest impact on health. Stepwise 
regression is, therefore, very helpful here. 
in the present study independent variables are allowed to 
enter the equation only if they pass the probability of-to- 
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enter (PIN) limit, which is 0.05. 
The scales were scored in the following direction: high 
scores on the List of Recent Experiences indicate high 
incidents of life events; high scores on the Social Support 
Scale for University Students indicate high social support, 
and high scores on Locus of Control of Behaviour indicate 
externality. 
The mean scores for Life Events (RE and NE), Social Support 
and Locus of Control are shown in Table 3.1 
Table 3.1! Mean scores for Life Events. Social Suooort. 
Locus of Control and Health 
Variable Mean SD 
Life Events (number of) 12.693 5.206 
Life Events (rating of) 531.671 297.644 
Social Support 26.229 5.533 
Locus of Control 30.586 9.743 
Health (General) 12.393 9.402 
Respiratory system 1.986 2.084 
Cardiovascular system 0.986 1.464 
Genitourinary system 1.857 2.090 
Depression 0.693 1.079 
Anxiety 0.471 0.940 
Sensitivity 1.221 1.455 
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3.2.2 Correlations between the independent measures 
The independent variables used in this chapter are Life 
Events, Social Support and Locus of Control. The first issue 
this section addresses is whether the independent variables 
are really independent. Pearson correlation results are 
shown in Table 3.2 
Table 3.2! Pearson correlation for Life Events. Social 
Support and Locus of Control 
Number of events Rating Social 
(LRE) (LRE) (SSUS) 
Rating 0.7521 
(LRE) PsO. 000 
Social -0.2006 
(SSUS) P=0.009 
-0.2322 
P=0.003 
Locus -0.0635 0.1321 -0.2311 
(LCB) P=0.229 P"0.060 P=0.003 
* All reported probability levels where P=0.000 are 
approximating infinity. 
As shown in Table 3.2, LCB was not correlated with LRE (number 
of events) nor with LRE (rating of events). SSUS, on the 
other hand, was significantly and negatively related to both 
rating and number of events and LCB, but the correlations are 
rather low. However, this correlation should be kept in mind 
when each of these two variables' association with health is 
mentioned in the analysis of the multiple regression in which 
all these variables were included. 
Aims and hypotheses that are related to this section of 
Chapter 3 will now be presented. 
Rim 1: To develop_* Social Support Scale suitable for both 
the British and the Saudi students 
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3.2.3 Th 
For the purpose of this study a Social Support Scale for 
university students was developed. The idea behind the 
development of this scale, despite the availability of 
somewhat similar scales, was to develop a suitable scale for 
the Saudi and the British students, and to increase the 
options available to workers in the cross-cultural research. 
Reviewing the literature revealed the scarcity of scales in 
which the structure of the Saudi society was considered. For 
instance, Saudi males can marry up to four wives. Such 
phenomena and others are dealt with in this scale. On the 
other hand, using the same scale for both groups may. to a 
certain extent, make the comparability between their data 
more feasible. 
The scale originally consisted of 78 questions, and covered 
many aspects of students' life. However, not all the items 
were included in the final scoring of the scale. Following 
the pilot study conducted to examine the suitability of the 
scale for participants in this study, only 48 items were 
chosen to measure Social Support for the British and the 
Saudi students. Items which were not chosen fall into one or 
more of the following: 
1) The question about polygamy. This question was treated 
as an independent variable and its relation to Health was 
tested in Chapter 4. 
2) Questions that were frequently left unanswered by 
students. 
3) Questions that were commented on by the students and were 
thought of as confusing items. 
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4) Questions that were meant originally to examine a 
possible demographical difference between the two groups 
such as, "How many brothers and. aistors do you have? " 
(The whole scale can be found in Appendix D). 
One of this scale's features is its concentration on (1) The 
availability of support and then (2) whether such support is 
appraised as valuable by the respondent. For instance, 
students were asked; "How many friends do you have? " 
A0 to 3 
B3 to 6 
C6 or more 
and then asked: "What is the ideal number of friends? " 
A Oto3 
B3 to 6 
C6 or more 
The students' satisfaction about friends was examined further 
by asking them: "How many close friends do you have? " and 
then: "If you had a choice would you like to have fewer 
friends, keep the number you have or have more friends? " 
The scale also allows for an examination of many aspects of 
the students' emotional life: students were asked: "Would you 
say that your relationships with the opposite sex are 
satisfactory or unsatisfactory? " 
They were also asked about their thoughts on the University, 
its administration and their lecturers: 
"in general, do you think that the students' complaints 
are listened to by the University? " 
"Have you ever discussed any personal problems with the 
University Counselling Unit? " 
The student family was also considered as an important 
element of his/her social support network: among the 
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questions on the family relationships with the students was: 
"Do your parents encourage you. to discuss your problems 
with them? 
In all, the scale is mainly about perceived support from the 
family, and the university environment. 
As to whether this scale is an adequate Social Support 
measure one could compare the scale to what-such scales 
should be like. In this regard Payne and Jones (1987) 
endorsed Tardy`s (1985) notion about what should by considered 
in developing a Social Support Scale; a scale of Social 
Support is, ideally, expected to measure the following 
components: 
"(1) Direction: Is Social Support provided to others, or 
received from others, or both? 
(2) Disposition: Is Social Support available Oi. e. 
quantity or quality of support to which people have 
access) and/or enacted (i. e. the actual utilization of 
these resources)? 
(3) Description/Evaluation: Is the quality and nature of 
the Social Support described and/or evaluated? 
(4) Content: Does the content of Social Support available 
focus on emotional, instrumental, informational or 
appraised issues? 
(5) Network: What are the sources of support? Do they 
include family, close friends, neighbours, co-workers, 
community and/or professionals? " (in Kasl and Cooper 
1987, pp. 169-170). 
The present scale, generally meets most of these 
requirements. However, since the subjects of this study were 
students, some areas received more coverage than others. For 
instance, it was thought that questions on the instrumental 
and informational aspects of Social Support may not be very 
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important for the student. The former is essential for older 
subjects and the latter may be necessary for less informed 
people. Students do not fall into these two categories. 
To score the scale, 50 points have been assigned for the 
whole scale. Subjects lose scores: 
1) When their reponses indicate that the situation was 
perceived as non-pleasant. 
2) When there is some theoretical ground indicating that the 
situation they chose was found to be unhealthy for human 
beings. 
The 50 points minus the total of points which the subject 
loses is his/her final score. 
The items of scale used and the percentage of the British and 
the Saudi students responses to them are presented overleaf: 
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3.2.4 The Social Suooort Scale for University 6tudentst items 
"ri oercertaoes of the British and the Saudi students 
reseonses to the Scale 
British Saudi 
No. Items (percentage) 
I In general would you say that people 
want to be asked for help?............ YES 69.3 57.3 
2 Have you ever shared the same room 
with a member of your family?......... YES 66.4 82.7 
3 If the answer to Question 2 in yes, 
would you choose to live with that/ 
those persons, if you had a chance YES 
to re-live your childhood over again?. -NO 
4 Does your family reward you when you 
achieve something? .................... YES 75.4 84.1 
S Have you ever received conflicting 
advice from your family? .............. YES 57.3 26.5 
6 In general, have you ever felt over- 
protected by your family? ............. YES 63.3 50.6 
- if yes, did you like that? 
- if no, would you like to have felt 
that way? 
7 Do you think that universities are 
the right place for choosing friends?.. YES 
8 Are you involved in any campus 
activities?.... ....................... YES 
9 In general, do you think that the 
students' complaints are listened to 
by the University? .................... YES 
10 Do you think that some of your friends 
take advantage of you? ................ YES 
79.6 47.1 
70.5 32.6 
44.0 47.3 
44'. 6 21.1 
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11 When a member of your family faces any 
problems, do other members of the family 
encourage him/her to discuss them with 
the family or encourage him/her to keep 
them to his/herself? 
A- Discuss them 
8- Keep them to his/herself 
12 Do you think that a person should 
discuss his/her problems with the 
rest of the family or keep them to 
his/herself? 
A- Discuss them 
B- Keep them to his/herself 
13 How many friends do you have? 
A-O to 3 
B-3 to 6 
C-6 or more 
14 Mhat is the ideal number of friends? 
A- Oto3 
B-3 to 6 
C-6 or more 
5 Do you ever discuss your personal 
problems with your close friends? 
A- Always 
B- Sometimes 
C- Seldom 
16 Do you think that it is important 
to discuss your problems with your 
close friends? 
A- Yes 
17 Do you ever discuss your problems 
with your doctor? 
A- Always 
8- Sometimes 
C- Seldom 
82.5 88.6 
17.5 11.4 
70.7 67.3 
29.3 32.7 
2.9 18.2 
10.9 17.5 
86.2 64.3 
4.5 49.1 
12.1 31.7 
83.3 19.2 
23.7 18.2 
61 -9 56.1 
12.2 25.6 
86.2 73.2 
3.9 7.9 
17.8 26.0 
78.3 66.0 
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18 Do you think that it is important to 
discuss your problems with your doctor? 
A- Yes 35.0 73.4 
19 Do you talk to your lecturers outside 
the classrooms? 
A- Always 7.5 10.5 
B- Sometimes 72.2 73.3 
C- Never 20.3 16.1 
20 When you feel that you have to be with 
someone, do you look for him/her until 
you find him/her or do you avoid doing 
so because you think that you may force 
him/her to do something he/she does not 
like? 
A- Look for him/her 68.0 63.1 
B-I avoid that 32.0 36.9 
21 Does your family welcome your friends? 
A- Yes 79.7 76.3 
B- Sometimes 19.6 22.3 
C- No 0.7 1.4 
22 When you achieve something do your 
parents think that you must be credited 
for it or do they think that they are 
the ones who must be credited? 
A- Credit me 93.2 93.6 
8- Think they must be credited 6.8 6.4 
23 Have you ever been punished by your 
parents because you failed in school 
or anything else? 
A- Yes 17.0 46.8 
24 When you are in the presence of others, 
who usually starts the conversation? 
A-I do 
_ 
70.5 41.5 
B- They do 29.5 58.5 
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25 Would you like to take the initiative 
in the conversation or would you rather 
wait until somebody else does? 
A-I start 64.8 28.1 
B- Wait for somebody else 35.2 71.5 
26 When you look upset or sad, do your 
family members ask about what is 
bothering you? 
A- yes 89.1 86.2 
27 Do your friends usually ask you about 
what is bothering you when you look 
upset or sad? 
A- Yes 
28 When you are about to do something do 
your family members let you do it by 
yourself or try to do it for you? 
A- Myself 
B- Do it for me 
C- Sometimes they try to do it forme 
29 Do you think that a person should do 
what he is about to do by him/herself 
or would you say that his/her parents 
should do it for him/her? 
A- Does it by him/herself 
B- The family has to do it 
C- Sometimes they try to do it for me 
30 Do you feel that your friends are 
interested in what you are interested in? 
A- Yes 
B- Some of them 
C- No 
31 Do you think that people who do not 
share one's point of view must be 
avoided? 
A- You 
91.3 90.1 
63.7 70.4 
5.1 2.8 
31.2 26.8 
79.6 77.0 
3.6 2.5 
16.8 20.5 
28.5 11.2 
68.6 82.1 
2.9 6.7 
2.2 28.0 
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32 Some people think that when a person 
is really down it is most likely that 
nobody cares; do you agree with this 
statement? 
A- Yes 13.0 15.2 
33 Do you feel at ease and relaxed when 
you visit your friends? 
A- Yes 71.2 71.7 
B- Sometimes 27.3 26.6 
C- No 1.4 01.7 
34 Do your friends feel at ease and 
relaxed when they visit you? 
A- Yes 72.3 73.7 
B- Sometimes 27.0 24.5 
C- No 0.7 1.8 
35 How many close friends do you have? 
A-O to 3 18.9 59.9 
B-3 to 6 47.8 27.8 
C-6 or more 33.3 12.3 
36 If you had a choice would you like to 
have fewer close friends, keep the 
number you have or have more close 
friends? 
A- Fewer 0.7 13.8 
B- Keep the number 69.9 52.1 
C- More 29.4 34.1 
37 Have you ever lived with a step-father? 
A- Yes 7.4 5.2 
38 If YES, would you say that living with 
a step-father is worse or better than 
living with the biological parents or 
would you say it is about the same? 
A- Worse 
B- Better 
C- About the same 
- 104 - 
39 Have you ever lived with a step-mother? 
A- You 2.3 16.7 
40 If YES, would you say that living with 
a step-mother is worse or better than 
living with the biological parents or 
would you say it is about the same? 
A- Worse 
B- Better 
C- About the same 
41 Would you say that your relationship 
with the opposite sex is satisfactory 
or unsatisfactory? 
A- Satisfactory 80.4 - 
B- Unsatisfactory 19.6 - 
42 How would you describe the atmosphere 
of your university campus? 
A- Friendly 47.8 36.3 
B- Indifferent 50.0 55.3 
C- Hostile 2.2 8.4 
43 When you are on campus, do you feel that 
you are part of the whole thing or do 
you feel that you do not belong to it? 
A- Part of it 73.7 78-1 
B- Do not belong 26.3 21.9 
44 How are your-relationships with your 
lecturers? 
A- Good 28.5 51.1 
B- Okay 67.9 46.5 
C- Bad 3.6 2.5 
45 How would you describe your relationship 
with the University Administration? 
A- Good 21.1 36.2 
B- OK 73.7 49.8 
C- Bad 5.2 14.0 
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46 Have you ever discussed your problems 
with the University Counselling Unit? 
A- Yes 
47 Are you frequently interrupted when 
you are talking to others? 
A- Yes 
B-No 
48 Do you sometimes find yourself in the 
presence of people whom you dislike? 
A- Yes 
9.5 32.0 
38.7 37.7 
61.3 62.3 
94.2 86.9" 
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Hypothesis 1! High Stress s Number of events and ratfng of 
events). Low Social*Support and Externality are. separately- 
, ¢ssociated with poorer 
Health 
Health in Hypothesis I refers to overall Health and six 
sections of Health. These sections are: HB, HC, HH, HN, HO 
and HP. 
To examine Hypothesis 1, Pearson correlations and 14 
Stepwise multiple regressions were computed. In the first 
set of regressions, H and all sections of Health were 
regressed on; number of events, Social Support and Locus of 
Control and in the second set of regressions, number of 
events was replaced by rating of events. Table 3.4 and Table 
3.5 gives the results of H and all sections of Health. For 
each variable entered in the equation, the table shows the 
step at which that variable was entered, multiple R, R 
square, adjusted R square, F, significant of F, R square 
change, F change, significant of P change, and beta 
associated with that variable. 
3.2.5 Correlations between Life Events. Social Suanort. _ Locus of Control and Health 
Simple correlation between number and rating of Life Events, 
Social Support, Locus of Control and all Health sections are 
now presented. The two methods of scoring Life Events showed 
different patterns of associations with Health. Perceived 
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stress (rating of events) showed higher correlations with all 
aspects of Health than received stress, in the form of the 
total of events experienced by Se. Correlations between 
rating of events and H, HB, HC, HH, HN, HO and HP were (465, 
P. 0.000), (389, P. 0.000), (362, P=0.000), (291, P=0.000), 
(318, P. 0.000), (235, P=0.003) and (285, P=0.000) 
respectively, while the correlations between the received 
stress with the same variables were (287, P. 0.000), (362, 
P=0.000), (255, P=0.000), (150, Ps0.039), (124, P. 0.074), 
(144, P=0.046) and (194, P=0.011). Rating was significantly 
correlated with all Health measures while number of events 
was not only significantly correlated with less Health 
measures but also maintained lower correlation coefficient 
for all of these measures. 
In relation to all aspects of Health, Social Support and 
Locus of Control seem to operate in a selective manner. 
Their level of correlations vary according to the concerned 
type of Health. Correlations between Social Support, Locus 
of Control and Health are shown in Table 3.3 overleaf. 
- 108 - 
Table 3.3. Pearson Correlation! (RE. NE. Social Suacort. k9cuý 
of Control and Health. 
RE NE 
Social 
Support 
Locus of 
Control 
H . 465, P=. 000 . 287, PO-000 -. 356, Pp. 000 . 367, Pa. 000 
HB . 389, P=. 000 . 362, P-. 000 -. 196, P=. 010 . 094, P=. 135 
HC . 362, P=. 000 . 255, P". 000 -. 193, -P=. 012 . 219, Pw. 005 
HH . 291, P:. 000 . 150, P . 039 -. 077, P". 185 . 307, Ps. 000 
HN . 318, P-. 000 . 124, P-. 074 -. 474, P=. 000 . 410, P=. 000 
HO . 235, Pm-003 . 144, P=. 046 -. 256, P". 001 . 303, P . 000 
HP . 285, it!, -., 00q . 194, Pa. 011 -. 404, P . 000 . 373, P-. 000 
As seen in Table 3.3, all correlations between Social Support 
and Health sections were negative, indicating that the more 
Social Support received by Ss the less were symptoms reported 
by them. On the other hand, Externality was associated with 
higher symptoms since high scores on LCB mean externality. 
With the exception of HB (with Locus of Control) and HH (with 
Social Support), the pattern of relationships between Social 
Support, Locus of Control and Health seems to be consistent. 
That is: low Social Support and external orientation tend to 
be related to poorer Health. Having seen how Life Events, 
Social Support and Locus of Control relate to Health, the 
question becomes, how important each of them is to Health and 
What percentage of variations in Health could they account 
for. 
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3.2.6 1- The i. oortince of Life Events. _ 
Social Sunnort and 
Locus of Control in exalainina the variation in Health 
Inspection of Table 3.4 and Table 3.5 reveals that: 
A- Subjects' perceptions of stress as indicated by their 
rating of the events that had occurred to them is a better 
predictor of Health than simply the accumulation of these 
events. NE failed to enter the regression equation for HN, 
HO and HP and where it was significantly associated with 
Health it showed smaller beta weights compared with RE. 
B- Stress, regardless of the scoring method used, seems to 
be more associated with the physical aspect of Health, while 
Social Support and Locus of Control are more associated with 
the psychological aspect of Health. Social Support was not 
tolerated to enter the equation for HB, HC and HH, and Locus 
of Control did not enter the equation for HB. The two 
variables maintain similar positions in both sets of 
regressions (Figure 3.1. and Figure 3.2 show the beta weight 
for life events (NE and RE), Social Support and Locus of 
Control. (Variables that did not enter the equation were not 
shown). 
C-A Combination of RE, Social Support and Locus of Control 
explained 35.3 percent of the variation in General Health 
while the combination of NE, Social Support and Locus of 
Control explained only 27.8 percent of the variation in 
General Health. Among the psychological sections. HN seems 
to be the most vulnerable to Social Support and Locus of 
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Control. 35.1 percent of its variation was explained by RE, 
Social Support and Locus of Control. 
Hypothesis I is concerned with the independent association 
between Life Events, Social Support, Locus of Control and 
Health. Pearson correlation results confirm Hypothesis I for 
General Health (see Table 3.3). High stress (RE and NE), low 
Social Support and Externality are separately associated with 
poorer overall Health. However, when Health was broken into 
sections, RE remained significantly related to all sections, 
while NE failed on HN, Social Support on HC and Locus of 
Control on HB. 
Finally, the use of both RE and NE as has been done so far, 
ends here. From the previous analysis it is obvious that RE 
In more likely to produce more significant results than NE, 
but their affect on Health is similar. For brevity, then, NE 
only will be reported in the remaining analysis where the two 
are involved; however, on occasions where there are major 
differences between NE and RE results. RE findings will then 
be reported. 
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Figure 3.1: Beta weights obtained from seven Stepwise 
regressions! H. HB. HC. HH. HN. HO and HP on NE. 
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Figure 3.2" Beta weights obtained from seven stepwise 
reAressionse H. HB. HC. HH. HN. HO and HP on RE. 
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3.2.7 2- Sex differences in Life 
In the previous section the relationships between Life 
Events, Social Support, and Locus of Control were examined 
regardless of sex. The present section introduces sex as a 
new independent variable and examines whether males differ 
from females In Life Events, Social Support, Locus of Control 
and Health and whether sex affects the relationships between 
Life Events and Health. 
hypotheses were formed: 
Accordingly, the following 
Hypothesis 2: There are significant sex differences in Health 
and In Locus of Control. 
Hypothesis 3: There are significant sex differences in Life 
Events and Social Support. 
Hypothesis 4: The relationships between Life Events and Health 
differ according to the sex of the subject. 
To examine these hypotheses a series of t-test and Two-way 
analysis of variance were computed. t-Test results are 
presented in Table 3.6. B. 
Results showed that, compared to males, females reported 
significantly more symptoms on H. HC, HH and HN (P-6.75, 
P=0.010; Fw5.15, P: 0.025; P 43.64, P=0.000 and F=3.96, Pa0.048 
respectively. HN, however, failed to reach a significant level 
in another anova with a different variable and fewer subjects 
(F 3.483, P=0.064). Both anovas can be found in Appendix E, 
page 476 for RE and page 480 for NE. (Mean scores are shown in 
Table 3.6A). Significant differences were also found in Locus 
of Control and Social Support. Females suffered from more 
general Health, cardiovascular, genitourinary and depression 
symptoms, and showed more Externality (t= -2.97, P=0.004) and 
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felt that they received more Social Support (tu -2.89, 
P=0.005) than males. On the other hand, males obtained 
higher but not significant means on HB, HO, and NE. It, is 
however, worth noting that while males reported more events, 
females showed higher levels of stress as indicated by their 
rating. 
Hypothesis 2 was accepted for Locus of Control and partially 
supported for Health (see Table 3.6. B). 
Hypothesis 3 was accepted for Social Support. Females' mean 
score on Social Support was significantly higher than that of 
males (see Table 3.6), but rejected for Life Events. Now 
that sex has an effect on Social Support, Locus of Control 
and Health, would it interact with Life Events? That leads 
to Hypothesis 4. 
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Table 3.6A! Means and SDs for British males and females 
Variable Mean SD 
H Males 10.48 8.05 
Females 13.52 10.04 
HB Males 2.09 2.20 
Females 1.85 2.01 
HC Males 0.69 1.13 
Females 1.15 1.61 
HH Males 0.59 1.08 
Females 2.60 2.18 
HN -Males 0.50 0.91 
Female 0.80 1.15 
HO Males 0.53 1.038 
Females 0.43 0.881 
HP Males 1.15 1.36 
Females 1.26 1.51 
Table 3.6B! t-Test! NE. RE. Social Support and Locus 
of Control for British males and females 
Variable Mean SD SE t DP PROB 
LC Males 27.80 8.93 1.25 -2.97 108.12 0.004 
Females 32.54 9.30 0.99 
NE Males 13.76 5.65 0.785 1.82 94.30 0.071 
Females 12.05 4.84 0.516 
RE Males "522.01. 393.50 40.70 -0.30 109.50 0.768 
Females 537.37 301.58 32.14 
SS Males 24.59 4.73 0.65 -2.89 123.83 0.005 
Females 27.19 5.7 0.61 
A number of 2x2 analyses of variance were used to examine 
Hypothesis 4. 
HYPothesis 4 Is concerned with whether the relationship 
between Life Events and Health can be influenced by the sex 
of the subiects. 
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Subjects were divided at the median (12) for NE and (470) for 
RE into four groups: High stress and Low stress groups (NE), 
and High stress and Low stress groups (RE). 
Anova results showed no significant sex affect on the 
relationships between Life Events (NE and RE) on the one hand 
and H. HB, HC, HH, HN, HO and HP on the other. Hypothesis 4 
was, therefore, rejected. Anova results can be found in 
Appendix E. 
- 119 - 
3.2.8 -'the interaction between the effe 
Up to this stage, the relationships 
Support, Locus of Control and Healtl 
were examined. In this section the 
whether the interaction between the 
Social Support and Locus of Control 
independent impact on Health. 
between NE, RE, Social 
h and the sex differences 
attention is diverted to 
effects of Life Events, 
will alter their 
Subjects were split at the median (27) to form two groups 
High and Low support group, and were also split at the median 
(31) into Internals and Externals. A series of two-way 
Anovas were than computed using H, HB, HC, HH, HN, HO and HP 
as dependent variables and NE, RE and Social Support as 
independent variables, followed by the same number of ANOVAS 
but with Locus of Control instead of Social Support. 
3.2.9 Life Events and Social Suooort combined 
The ANOVA results on Social Support are discussed in relation 
to Hypothesis 5 which reads: 
Hypothesis 5: The health of those who receive high Social 
Support differ from the health of thoao-wb 
receive-low Social uyport when-both Lroup 
are under high stress. 
Anova results showed no significant interaction between NE 
and Social Support. However, when RE rather than NE was 
considered, different results emerged. However, before 
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discussing the interaction between RE and Social Support it 
is interesting to note, as shown in Table 3.7, that Social 
Support's main effect on HO was significantly greater than 
that of RE, confirming the importance of Social Support in 
Health shown in the previous section by the regression 
analysis. 
Table 3.72 Two-way ANOVA on HO using RE and Social Suaoort 
mean scores 
Classification Moan n- f df p 
High Rating 
Low Social Support 1.00 40 
High Social Support 0.14 21 
Low Rating 
Low Social Support 0.30 23 
High Social Support 0.24 42 
Main effect; RE 4.00 1 0.048 
Main effect: Social Support 8.38 1 0.004 
Interactions: RE and Social Support 6.56 1 0.012 
On the other hand, the interaction between RE and Social 
Support on HO was significant (F=6.56, P=0.012). With the 
absence of High stress (see Pigure 3.3) low and high Social 
Support groups mean scores on HO were slightly different, but 
when under stress, the low Social.. Support group was very 
vulnerable to anxiety while the high Social Support coped 
weil with diversity. 
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Considering the above result, Hypothesis 5 was partially 
supported. Social Support interacts with RE only in one 
section of Health (HO). Anovas computed for all sections of 
health with RE, NE and Social Support except that shown in 
Table 3.7 can be found in Appendix F. 
H 
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1.0 
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Figure 3.3! Mean scores for HO 
support group support group 
4 High stress 
0 Low stress 
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3.2.10 Life Events and Locus of Control cocabi ned 
The steps used for the interaction between NE, RE and Social 
Support in relation to Health are taken up here again. The 
hypothesis involved reads: 
Hypothesis 6% The health of Internals differ significantly 
from the health of Externals when both trouos 
are under high stress. 
Unlike Social Support, Locus of Control had a significant 
interaction with NE on two of the Health sections (HB and 
HH), but no significant interaction was found with RE. In 
one section (HB). Locus of Control showed significant main 
and interaction effects. Its main effect was smaller than 
that of NE. This is in support of that which has been 
mentioned previously: Life Events seem to be more related to 
physical Health while Social Support and Locus of Control 
appear to be more associated with psychological Health. On 
the other hand Locus of Control had a strong main effect on 
(HH) while NE disappeared altogether. In the regression 
analysis, as has been shown, NE was significantly related to 
HH but with smaller beta weight compared with Locus of 
Control. See Table 3.8 for more details. 
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Table 3.8! Two-way Anova on HB and HH using NE and Locus of 
Control 
A- (HB)* 
Classification Mean nf df p 
High NE 
Externals 3.46 28 
Internals 1.76 37 
Low NE 
Externals 1.38 34 
Internals 1.54 41 
Main effect: NE 9. 87 1 0.002 
Main effect: Locus of Control 4. 49 1 0.036 
Interactions: NE x Locus of Control 7. 77 1 0.006 
8- (HH) 
Classification Mean nf df p 
High NE 
Externals 3.36 28 
Internals 1.00 37 
Low NE 
Externals 2.12 34 
Internals 1.39 41 
Main effect: NE 1.01 1 0.316 
Main effect: Locus of Control 20.33 1 0.000 
Interactions: NE x Locus of Control 6.12 1 0.015 
* The remaining ANOVA computed on H, HC, HN, HO and HP using 
- 124 - 
0 
RE, and NE and Locus of Control can be found in Appendix G. 
The interaction effect between NE and Locus of Control was 
significant at (F=7.77, P=0.006) for NB and at (P: 6.12, 
P=0.015) for HH. In both cases, Externals as opposed to 
. 
Internals showed little resistance as they experienced high 
stress. (See Figure 3.4). 
Hypothesis 6 was, therefore, partially accepted. Locus of 
Control interacted with the effect of stress on RB and HH. 
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3.2.11 4- The effect of Life Events. Social Suooort and Locus 
of Control on Future Health 
The analysis of data presented in this chapter so far, dealt 
with: 
A- The independent association between Life Events, Social 
Support and Locus of Control. 
B- The importance of these psychosocial factors in 
explaining the variation in the subjects health. 
C- Sex differences in Life Events, Social Support, Locus of 
Control and Health and sex effect on the relationships 
between Life Events and Health. 
D- The interactions between Life Events, Social Support and 
Locus of Control and their effect on Health. 
If the consequences of the analysis has any logic in it, it 
will never be complete without answering an ever-arising 
question; could these variables predict the subject's future 
health? 
The importance of the above question draws its strength from 
the argument that, in all retrospective studies, no matter 
what precautions have been taken, one cannot be sure about 
the direction of causality of the variables under 
investigation. This is very true in the stress-illness 
research. Ideally one could solve the causality problem by 
conducting a control experiment but "experimental 
investigations of major stress effects cannot be carried out 
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on human for ethical reasons" (Kessler, 1987, p. 113). 
Ruling out the possibility of using such experiments does not 
mean, however, that it is impossible to examine whether 
stress causes illness. To a certain extent a longitudinal 
study where one can control variables that may be correlated 
with variables under investigation such as subjects' 
previous health, may provide an answer. 
This section attempts to examine the effect of psychosocial 
factors on Future Health using data (see Chapter 2) collected 
from the same subjects on two occasions. This section is 
concerned, than, with the following hypotheses: 
Hypothesis 7: Subjects' Life Events at Time 1 vredicts their 
Health at Time 2. 
Hypothesis 8: Subjects' Life Events at Time 2 affects-their- -- 
Health at Time 2. 
Hypothesis 9: Social Suvoort at Time I yredicts subjects' 
Health at Time 2. 
Hypothesis 10: Social Suooort moderates the effect of Life 
Events at Time 1 and at Time 2 on Health at 
Time 2. 
Hypothesis 11: Locus of Control at Time I ored cts subjects' 
Health at Time 2. 
Hypothesis 12: Locus of Control moderates the effect of Life 
Events at Time I and at Time 2 on Health at 
Time 2. 
Subjects completed the LRE and the CHI with the same 
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instructions on the two occasions. Those events and symptoms 
dated in 1986 constitute most of the changes in subjects' 
Life Events and Health. The distinction was made easier by 
the fact that the participant's first data were completed by 
the and of 1985, so any event or symptom dated in 1986 was 
considered as a change in Life Events or Health. Those 
events and symptoms reported with no date attached to them 
were treated as change if they were not reported at Time I. 
Only NE was used here because of missing data on RE and the 
number of subjects was too small to tolerate missing data. 
Subjects were divided into groups at the median; High NE and 
Low NE at time 1, high Social Support and low social Support, 
Internal and External, and high NE and low NE at Time 2 
(change). The medians were: 12,28,32 and 2 respectively. 
Mean scores for Health 1, Health 2, Social Support, Locus of 
Control, Events I and Events 2 are presented in Table 3.9. 
Table 3.9: Mean scores for Health 1. Health 2. Social Suaeort 
Locus of Control Events I and Events 2 
Variables Mean SD 
Health 1 13.174 9.417 
Health 2 (Change) 1.804 2.257 
Social Support 28.022 4.287 
Locus of Control 32.609 7.982 
Events 1 12.522 4.970 
Events 2 (Change) 2.087 1.723 
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Only general Health was used in this section as the dependent 
variable. The size of the sample and the short period of 
time did not allow for the accumulation of enough symptoms 
for the smaller sections of Health. 
To examine the proposed hypotheses, four analyses of co- 
variance were computed. In all of them Health at Time I was 
the co-variate. In the first two analyses, Events at Time 1, 
Social Support, Locus of Control were the independent 
variable and in the second two analyses, Events at Time I 
were replaced by Events at Time 2. Social Support and Locus 
of Control scores were those obtained at Time I. 
Analysis of co-variance is appropriate in such data analysis 
since it allows for controlling confounding variables (Cohen 
and Mills, 1985), and has been used in similar studies 
(Kobasa at al, 1982). 
Results of the four Analyses of Co-variance are shown in 
Table 3.10. 
The Co-variate (Health at Time 1) effect on Health at Time 2 
(Table 3.10. A) aas significant (P-12.38, P=0.001), indicating 
the importance of previous Health history on future Health. 
On the other hand, results reject Hypothesis 7. Life Events 
at Time I did not predict Health at Time 2 (F-0.11, P. 0.738). 
Hypothesis 8 was also rejected. Stress at Time 2 did not 
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affect Health at Time 2 (P=1.004, P=0.322) (Table 3.10. D). 
Social Support also failed to influence subjects' Health at 
Time 2 (F=1.28, P=0.263) rejecting Hypothesis 9. Hypothesis 
10 was partially accepted. Social Support did not interact 
significantly with Life Events at Time 1, although its effect 
was plausable (F=3.43, P=0.071) (Table 3.10. A), but it did 
interact significantly with Events at Time 2 (F=8.20, 
P=0.028) (Table 3.10. D). High support group managed to 
overcome the effect of stress at Time 2 while low Social 
Support group did not (see Figure 3.5). 
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Locus of Control, however, was the most effective variable of 
the three. Its main effect on health was significant 
(F=8.74, P=0.005) (Table 3.10.8) and it did interact 
significantly with Events at Time I (see Figure 3.6) 
(F=13.29, P=0.001). It failed, however, to interact with 
Events at Time 2 (F=0.006, P=0.939) (Table 3.10. C). A 
combination of Externality and High Stress at Time I was 
harmful to subjects' health. 
Hypothesis 11 was, therefore, accepted, while Hypothesis 12 
was only partially supported. 
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Table 3.10! Anova on H at Time 2 with Events at Time I and 
Social Support. Events at Time I and Locus of 
Control. Events at Time-2-and Locus of Control and 
Events at Time 2 and Social Support 
A- Events at Time I and Social Support 
Classification Mean nf df p 
High Stress 
Low support 2.93 15 
High support 0.25 4 
_Low Stress 
Low support 1.50 10 
High support 1.35 17 
Covariate: Health at Time 1 12.38 1 0.001 
Main effect: Events at Time 1 0.11 1 0.738 
Main effect: Social Support 1.28 1 0.263 
Interactions: Events X support 3.43 1 0.071 
B- Events at Time I and Locus of Control 
Classification Mean nf df 
High stress 
Externals 5.00 8 
Internals 0.45 11 
Low stress 
Externals 1.67 12 
Internals 1.20 15 
Covariate: Health at Time 1 17.07 1 0.000 
Main effect: Events at Time 1 0.53 1 , 0.470 
Main effect: Locus of control 8.741 1 0.005 
Interactions; Events x Locus 13.29 1 0.001 
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C- Events at Time 2 and Locus of Control 
Classification ? lean nf df p 
High Stress 
Externals 3.67 9 
Internals 1.14 7 
Low Stress 
Externals 2.45 11 
Internals 0.79 19 
Covariate: Health at Time 1 12.96 1 0.001 
Main effect: Events at Time 2 0.63 1 0.431 
Main effect: Locus of Control 5.771 1 0.021 
Interactions: Events X Locus of Ctrl 0.006 1 0.939 
D- Events at Time 2 and Social Support 
Classification Mean nf df p 
High stress 
High Support 0.50 6 
Low Support 3.80 10 
Low stress 
High Support 1.40 15 
Low Support 1.40 15 
Covariate: Health at Time 1 13.12 1 0.001 
Main effect: Events at Time 2 1.004 1 0.322 
Main effect: Social Support 1.39 1 0.292 
Interactions: Event 2X Social Supp 5.206 1 0.028 
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3.3 SUMMARY OF RESULTS 
Hypothesis 1: High stress (Number of events and Rating-of 
events). low Social Support. Externality are. 
separately associated with poorer health. 
It should be noted that Hypothesis I is, for the interest of 
brevity, a composite hypothesis. It contains three 
independent variables, and General Health and six sections of 
Health as dependent variables. This should be kept in mind 
as it is also applicable (for Health) to similar hypotheses. 
Status of Hvaothesis I 
NE and RE and 
Health Health 
H 
HB 
HC 
HH 
HN 
HO 
HP 
accepted 
accepted 
accepted 
accepted 
rejected 
accepted 
accepted 
accepted 
accepted 
accepted 
accepted 
accepted 
accepted 
accepted 
Social Support 
and Health 
accepted 
accepted 
accepted 
rejected 
accepted 
accepted 
accepted 
Locus of control 
and Health 
accepted 
rejected 
accepted 
accepted 
accepted 
accepted 
accepted 
Hypothesis 2: There are significant sex differences in 
Health and in Internality. 
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Status of Hypothesis 2 
Sex ands 
Locus of control accepted 
H accepted 
HB rejected 
HC accepted 
HH accepted 
HN rejected 
HO rejected 
HP rejected 
Hypothesis 3: There are s ignif icantsex differences in 
Life events and -in-Social 
Support. 
Status of Hypothesis 3 
Sax and: 
Life Events rejected 
Social Support accepted 
Hypothesis 4: The rel ationEhj p between Life Events a nd Health 
differ accordin g to the sex of the sub ject. 
Status of Hypothesis 4 
Life events and sex: 
with NE with RE 
H rejected rejected 
HB rejected rejected 
HC rejected rejected 
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HH rejected rejected 
HN rejected rejected 
HO rejected rejected 
HP rejected rejected 
Hypothesis 5: The health of those who receive high Social 
Support differ from the Health of those 
who receive low Social Support when both 
, groups are under high stress. 
tatus of Hypothesis 5? 
NE and Social Support 
H rejected 
HB rejected 
HC rejected 
HH rejected 
HN rejected 
HO rejected 
HP rejected 
RE and Social Support 
rejected 
rejected 
rejected 
rejected 
rejected 
accepted 
rejected 
Hypothesis 6: the Health of Internals differ significantly 
from the Health of Externals when both groups 
are under high stress. 
State of Hypothesis 6 
with NE with RE 
H rejected rejected 
HB accepted rejected 
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HC rejected rejected 
HH accepted rejected 
HN rejected rejected 
HO rejected rejected 
HP rejected rejected 
Hypothesis 7: Subjects' Life events at Time I predicts their 
Health at Time 2. 
Hypothesis 8: Subjects' Life Events at Time 2 affects their 
Health at Time 2. 
Hypothesis 9: Social Support at Time 1 predicts subjects' 
Health at Time 2. 
Hypothesis 10; Social Support moderates the effect of Life 
Events at Time I and Time 2. 
Hypothesis 11: locus of Control at Time I vredicts subjects' 
Health at Time 2. 
Hypothesis 12; bus of Control moderates the effect of Life 
'vents at Time I and Time 2 on Health at Time 2. 
Status of Hypotheses 7. B. 9.10.11 and 12 
7 rejected 
e rejected 
9 rejected 
10 partially supported 
11 accepted 
12 partially supported 
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3.4 DISCUSSION 
3.4.1 The relationships between Life Events. Social Suooort. 
Locus of Control ' and dead 
As proposed in Hypothesis 1, high stress, low Social Support 
and Externality were found to be associated with poorer 
health. The association between high stress and health has 
been documented in a sizeable number of studies (Brown and 
Harris; Dohrenwend and Dohrenwend, 1978; Nadi at a1,1987). 
But the correlation between the two variables is usually low; 
around 0.30 (Kobasa at al, 1982). Correlations between Life 
Events and Health found in the present study support previous 
findings. On the other hand, RE was significantly correlated 
with all the six sections of health, while NE was 
significantly correlated to only five of these sections, 
indicating that RE is a better predictor of health than NE 
and this raises the question of objective versus subjective 
estimates of the impact of stress. Objective versus 
subjective estimates certainly represents a persistent 
dilemma in stress research. By using the objective method 
one could strengthen the reliability of the measurement of 
Life Events. Subjective estimates, on the other hand, 
improve the correlations between stress and illness, for it 
reflects the actual experiences of subjects involved (Tausig, 
1982), which is normally ignored by the objective estimates 
but may reduce the reliability of the scale. Choosing 
between the two, however, should depend on the theoretical 
ground adopted by the investigator. 
There 15, however, a growing consensus that the objective 
measure allows researchers to identify their independent 
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variables with certainty. Yet ignoring the effect of 
individual differences on experiencing stress may damage the 
validity of the research (Kasl, 1987). However, while 
preferring one method over the other is debatable, the 
subjective method cannot be used alone if the researcher's 
Soa1s are to examine the effect of certain events on Health 
(Chapter 5 of the present study). For example, one cannot 
rely on the subject's rating if his/her aim is to examine the 
relationships between say, losing a job and Health, for by 
doing so he/she will and up measuring the subject's 
perception rather than the effect of the factor itself. 
However, given the fairly high correlation between the two 
methods (in the present study, r=0.75, P=0.000) the problem 
may not be as serious as some workers think. 
The link between Social Support and Health is only to be 
expected, since Social Support is one of human basic needs 
(Boyce, 1985). 
Empirical research, with few exceptions, confirm this view. 
Cohen and Wills (1985), reported about 10 studies in which 
Social Support has a main effect on Health. The present 
study supports these findings. 
The relationships between Locus of Control and Health have 
also been documented by many investigators. Perceived or 
actual loss of control has been suggested to have negative 
consequences ranging from minor complaints to death 
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(Blankstein, 1984). Poor reactions to stress known to be 
linked to externality are thought to have a physical basis. 
Animal studies have led some researchers to conclude that 
individuals who fail to act in order to reduce their tension 
when the autonomic nervous system is maintained in an 
extremely aroused state may face severe consequences 
(Blankstein, 1984). There is, than, adequate reason to 
suggest that Externals are more likely to report more 
symptoms than Internals. This is also supported by the 
present study results. 
3.4.2 Sex differences 
The second, third and fourth hypothesis involve the 
relationships between sex and psychosocial factors and 
Health. The most interesting observation in sex differences 
in stress and illness are the differences, although not 
significant, in Life Events but significant in H, HC, HH and 
HN. Males reported more events but suffer from less 
symptoms, while females reported less events but suffer from 
more symptoms. One possible explanation is that, as reported 
in the present study, females are more likely to experience 
more stress from Life Events than males. This is evident in 
the differences in mean scores for number of events and 
rating of events; males' mean scores were, 13.76 for number 
of events and 522.01 for the rating of them, while females' 
mean scores were 12.05 and 537.37 respectively. This seems 
to be logical enough, but how valid is this argument? 
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Diseases, in general, are the major causes of death, and if 
so females should live shorter lives than males, since they 
report more illness (in the present study and elsewhere 
(Thoits, 1987). In reality however, the opposite is the 
case, male life expectancy is about four years short of females. 
This of course poses some theoretical problems in the stress 
illness research. If one considers females' high rating and 
their reported symptoms and assumes that high incidents of 
illness is not related to life expectancy, then one could 
conclude; for females' rating of events, rather than the 
number of events is associated with higher illness. But 
ending the argument at this stage is in conflict with both 
logical and common sense. The link between higher incidents 
of illness and higher rate of death is an acknowledged fact. 
There is perhaps a'strong case for some social implications 
here. Females may be more sensitive and their tolerance to 
stress may be lower than those of males (mean scores for 
sensitivity in the present study were 1.15 for males and 1.26 
for females) so they rate Life Events as having high stress 
on them, because society projects the view that girls are 
weaker than males and Life Events are supposed to be more 
stressful to them than to males even if this is not the case, 
for there is some evidence to suggest that females are 
equipped physically to tolerate stress more than males. When 
under stress females' adrenaline response is much weaker than 
males' adrenaline response (Green, 1987). As to why females 
report higher incidents of illness but live longer, it is 
possible that females' reported higher incidents of illness may 
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not after all reflect real illnesses. Females' complaints 
could be coded messages "where they, having trouble in 
various areas of life, choose consciously or unconsciously to 
convey these in bodily terms" (Racy, 1980 p. 212). Somatic 
symptoms, then, may therefore, be more prevalent in females, 
explaining why they report more illnesses than males. 
Females however, were more external oriented than males, 
confirming previous findings in Locus of Control and sex, 
possibly because they are led to believe that they are the 
weaker sex and there is some evidence to suggest that lower- 
status groups feel less-in control of their lives (Thoits 
1987). Females also thought they received more Social 
Support from others than males. There are two possible 
explanations for this; 
1) Females seem to maximise the benefits which they can get 
from available relationships with friends and relatives 
(House et al, 1985). 
2) It is also possible that both males and females tend to be 
more supportive to girls than to boys (Stokes and 
Willson, 1984). However, the relationships between Life 
Events and illness was not influenced by sex, indicating 
that sex has a main effect on Health but has no interaction 
effects. 
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Hypothesis 5 was about the interaction affect of Social 
Support. This is rather a controversial aspect of the role 
of Social Support. There are three suggested ways in which 
Social Support relates to Health: 
1) It has been found to be associated with Health as has been 
discussed already 
2) It has been found to indicate Health more than Life Events 
do (Lin at $1,1979) and 
3) It has been found to buffer the effect of stress on 
Health. 
The first two hypotheses were supported by the present study 
results as shown previously. 
As to the buffering effect of Social Support,. Cohen AnA. A11.1s 
(1985), following their comprehensive review of literature, 
suggested that Social Support seems to have a buffering 
effect when it measures interpersonal resources, and main 
effect when it assesses the extent to which individuals 
integrate in a large community of social network. 
The scale used in the present study assesses these two 
dimensions, to a certain extent. But it is stronger on the 
interpersonal resouces. Nevertheless, in the present 
findings Social Support interacted significantly with Life 
Events on anxiety. Generally, the present study results, 
while supporting partially the buffering hypothesis of Social 
Support, indicate that Social Support, like Life Events is 
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directly related to Health. Perhaps, knowing that somebody 
is always there to offer help when needed provides 
Individuals with a sense of self-worth, stability and mastery 
over the environment, or asaiete them in adapting health- 
promoting behaviour. In either case Social support may 
enhance Health (Cohen and Syme, 1985). The strong effect of 
Social Support, sometimes exceeding that of life events, 
leads one to wonder whether concern with its mediation is 
appropriate (Norris and Murrell, 1987). 
Hypothesis b proposed that Locus of Control intervenes 
between Life Events and Health. Although Locus of Control is 
a learned construct, eventually it becomes a built-in 
personality asset that, as suggested by a huge body of 
literature, mediates between individuals and their 
environment. The relationships between Locus of Control has 
been discussed already and its buffering effect is discussed 
below. Johnson and Sarason (1978) suggested that Internals 
are more likely to handle stress better than Externals. 
Subsequent study offers some support for this suggestion. 
Toves at al, (1981) administered Rotter's Internal-External 
Locus of Control Scale, the Life Experiences Inventory and 
the Cornell Index (used in the present study) to 91 males and 
79 females and found that Internality seem to be beneficial to 
males only. 
The present study results confirm Johnson and Sarason's 
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suggestion and supports the finding of Toves et al. Locus of 
Control interacted significantly with Life Events on two 
sections of Health: the Respiratory system and the 
Genitourinary system. But what makes Locus of Control a 
determinant factor in the relationships between stress and 
illness? 
The answer to this question is not easy to come by, but the 
explanation seems to hover about control and helplessness. 
If so, Internal-oriented students seemed to have coped better 
than External-oriented students through their belief that no 
matter what happens in life, they will always have some say 
in the outcome (Allen, 1983, p. 46). Externals, on the other 
hand, lack this sense of control over events and as a result 
were vulnerable to poor health. 
Studies with infants show that control is a determinant 
factor in infant's emotional responses. Those who were 
allowed, for instance, to control the action of a toy 
revealed less distress and more willingness to approach the 
toy than those who had no control over the toy (Lewis et al, 
1984). 
Studies with older subjects indicate that External's 
behaviour is similar to that of the helpless (Lefcourt, 
1980). The latter, as proposed by the helplessness theory, 
is associated with depression (Seligman, 1975) and 
consistent with the present study finding; the highest 
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correlation between Locus of Control and health sections was 
with depression. However, in the present study, Locus of 
Control was not only associated with depression. In fact it 
was directly correlated with all health sections except HB, 
but interacted with Life Events on it. It is interesting to 
note, however, that the recent theorists in the learned 
helplessness theory advocate that helplessness means 
depression. In the reformed theory, for instance, 
helplessness may lead to anxiety, for instance (Lazarus and 
Polkman, 1984). The present findings confirm this and more; 
Locus of Control seems to be related to a variety of physical 
and psychological illness, but appears to be more so with the 
psychological aspect of health. 
There are those who dispute the effect of Locus of Control 
on health. McFarlane et al (1983) found only little evidence 
for a main effect of Locus of Control on symptoms (a health 
diary), although Locus of Control was related to the baseline 
level of distress measured by the larger scale. However, one 
should interpret such results with caution since the use of 
diaries has not been researched enough to determine their 
usefulness in stress-illness research. On the other hand, 
there is some evidence to suggest that Internals may be more 
vulnerable to psychological problems when they are under high 
stress, but they cope better under low stress when compared 
to Externals (Blankstein, 1984), possibly because they cannot 
tolerate not being in control of the outcome of events. Such 
an observation has not been tested in the present study, but 
- 146 - 
it could be operating as one of the factors that kept the 
correlation between Locus of Control and health at a low to 
moderate level. 
3.4.3 
_The 
importance o-f L14&Ev 
It is intersting to note that Life Events seem to be more 
related to the physical symptoms than to the psychological 
symptoms, while Social Support and Locus of Control relate 
more to the psychological rather than the physical symptoms. 
(This trend persisted even after deleting items that could 
cause measurement contaminations (Schroeder and costa, 1984). 
Such as; you had a serious accident; you had a minor illness 
or injury and you were personally involved in a natural 
disaster). Inspection of Figure 3.1 and 3.2 and Table 3.3, 
3.4 and 3.5 reveal just that. NE failed to correlate with 
depression, for instance, and Social Support correlates 
poorly with HB and HC, while Locus of Control did not 
correlate with HB. The effect of rating of Life Events (RE) 
exceeded that of Social Support and Locus of Control on the 
physical side of. Health but fell below the effect of these 
two variables on the psychological aspect of Health. 
Although most previous studies have not paid much attention 
to the effect of Life Events, Social Support and Locus of 
Control in specific psychological or physical illnesses, due 
to their tendency to use Global Health measures (Depue and 
Monroe, 1986), it has been suggested that the relationships 
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between Life Events and illness are reciprocal. Poor Health 
leads to more Life Events which in turn intensifies the 
symptoms (Tausig, 1986; McFarlane et al, 1983). This implies 
that, contrary to the most accepted hypothesis, illness may 
cause events. If this is true one may speculate that Life 
Events were more related to physical illness in the subjects 
of the present study because those who were physically ill 
experienced more Life Events due to their weakness or 
increased error rate. 
Another possible explanation for this trend could be that 
students' responses to Life Events were conditioned responses. 
It is possible that they have learned in their early 
childhood that playing sick or being sick pays. There is no 
doubt that children receive a great deal of their parent (or 
others) attention when they are sick. This could have led 
than to play sick whenever they feel that they are likely to 
be blamed for a given event. Children who play this game may 
eventually develop real illness and once they get older this 
may become a conditioned response to Life Events. It can be 
argued, however, why don't they act anxious or depressed 
instead of acting physically ill to get their parents' 
attention? They might do, but perhaps they have noticed that 
when they look anxious or depressed they were likely to be 
told "Come off it", while when they play sick they get away 
with most of what they want. 
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However, while there may be other reasons for this 
observation, support for the recent. finding had been recently 
reported. In a study of the effect of'pregnancy on the 
expected fathers; expected fathers revealed more physical 
symptoms and lower level of anxiety than the control group. 
There is some doubt, however, about the expected fathers' 
reported Low anxiety. It is not clear whether they were less 
anxious than the control group or just trying to show 
maturity and responsibility rather than emotional 
vulnerability in the face of increased personal and social 
expectations (Teichman and Lahav, 1987). 
3.4.4 Li 
Hypotheses 7 to 12 differ from Hypotheses I to 6 in two 
aspects (a) Hypotheses I to 6 were based on retrospective 
data while Hypotheses 7 to 12 were based on longitudinal 
data. (b) Sex differences were included in Hypotheses I to 6 
but not in Hyotheses 7 to 12. 
Life Events at Time I and at Time 2 alone failed to predict 
the future Health of students (Health at Time 2). Social 
Support at Time 1 also failed to predict the students' future 
Health. 
On the other hand, Social Support interacted with Life Events 
at Time 2 on Health at Time 2. Locus of Control predicted 
the subjects' Health at Time 2 and buffered the effect of 
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stress at Time I on the Health at Time 2, but failed to 
Interact with stress at Time 2 on Health at Time 2. The 
relationships between Life Events and Health, reported 
previously were partially supported by the longitudinal 
result. Social Support's association with Health was, also 
partially supported. Locus of Control's effect on the other 
hand, persisted in both the retrospective and longitudinal 
results. 
In summary, Life Event's effect on Health is conditional. 
For high stress to affect subjects' Health, their Social 
Support has to be low or they have to be Externals. 
As far as Life Events and Health without moderators are 
concerned, results reported in longitudinal studies are 
inconsistent. Schroeder and Costa (1984) questioned not only 
the existence of such relationships but also the visibility 
of it, while Maddi et al (1987) have no doubt about the 
existence of such relationships. 
The present study, however, supports the finding of Kobasa at 
al (1982). In both studies Life Events at Time 1 had no main 
effect on future Health, and Life Events either at Time I or 
Time 2 affect Health only when other variables are 
considered; Hardiness in Kobasa's study and Social Support or 
Locus of Control in the present study. 
That Life Events at Time i had no significant main effect on 
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Health may not necessarily mean that they have no effect. 
Their failure could be explained by the fact that since the 
two sets of data were collected within a short period (six 
months), it was not possible for illnesses to accumulate 
substantially (Kobasa et al, 1982) especially since the 
subjects were university students and are not likely to fall 
ill at the same rate as other sections of society. 
It is also possible Life Events are not related to future 
illness and that previous Health is the best predictor of 
prospective Health (McFarlane at al, 1983). In the present 
study the main effects of Health at Time 1 were significant 
in all the analysis of covariance computed here ranging from 
(F-12.38, Pi0.001, to F=17.07, P=0.000). 
Another explanation may be that the relationships between 
Life Events and Health reported in section 1 of this chapter 
are "relatively stable over time, and the association between 
the two was similarly consistent" (McFarlane at al, 1983, 
p. 166), explaining why Life Events did not predict future 
health when previous Health is controlled in this section. 
Kobasa et al (1982) explained why Life Events failed to 
predict future Health in their study by suggesting that Life 
Events should have a time-limited effect on Health. Their 
argument was that, since some of the Life Events reported by 
their subject could have happened five years before the 
period in which the symptoms were estimated, they are 
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unlikely to demonstrate a strong prospective effect on 
Health. In the present study this argument did not hold. 
Both concurrent and prospective estimates of Life Events did 
not show significant main effects. 
Having said that, it is safe to say that, although Life 
Events are related to Health, they are more likely to predict 
illness if they are accompanied by other factors. As has 
already been shown, high stress and externality were 
associated with an increase in future symptoms. 
The next questions are; Why Social Support, unlike Locus of 
Control had no main effect on Health?, and why Locus of 
Control measured at Time I had an effect on the relationships 
of Life Events measured at the same time with future Health, 
while Social Support measured at Time I affects the 
relationships between Life Events measured at Time 2 with 
Health? 
The answer to these questions can be found in the nature of 
Social Support. In a prospective design one assumes that 
the variable concerned will remain relatively stable during 
the period in which they are expected to predict changes in 
the dependent variable(s). Perceived Social Support in 
particular (the scale used in this study relies heavily on 
the students' perception of Social Support) is vulnerable to 
change. In the case of students who participated in this 
study, although some of them are not new students, It is 
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possible that their Social Support system or their perception 
of it fluctuated in an unpredictable fashion as they try to 
adapt to the university environment (Chan and Mills, 1985)ß 
. explaining why Social Support was associated with Health and 
had an interaction with Life Events' effect on Health when 
their concurrent estimates were used. 
On the other hand, Locus of Control, although it can be 
learned and unlearned, may remain stable under relatively 
normal conditions for quite a long time. 
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4.1 INTRODUCTION 
In Chapter 3 the British students' data were analysed. This 
chapter involves the analysis of the Saudi students' data. 
Procedures taken in Chapter 3 are followed here with two 
exceptions: 
1) A new factor is added to the previous ones. Polygamy 
relationships with Health is examined by dividing 
subjects into two groups: those who were exposed 
directly to polygamy and those who are not. 
2) More sections of Health are used. In Chapter 3 
General Health and six sections of Health were used. 
The number of sections was increased here to 11 
sections. 
However, before the analysis is presented the effect of 
culture and polygamy on Health is discussed. 
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4.2 CULTURE AND HEALTH 
While people from different cultures are biologically the 
same, and apt to give similar responses to certain stimuli, 
they are different in many ways. For instance, they do not 
necessarily use the same coping strategies with stress. 
Hawaiians cope with stressful life events by attributing them 
to external spiritual forces rather than psychological ones. 
Hawaiian women cope with the stress of childbearing in their 
unique way. They; 
"relied heavily upon psychic rationalization of stress. By 
attributing undue stress to external psychic influences 
resulting from disturbances in inter-psychic relationships, 
the psychological effect of the stress could be minimized 
to the extent that physical manifestations of pain and 
discomfort were considered usual. Moreover, emotional 
bondage with the unborn child and attribution of 
uncharacteristic habits, such as craving to the child 
allowed the mother to both rationalize and dissociate these 
occurrences from her own functioning" (Lee and Newton, 
1981 pp. 16-17). 
People from different cultures also differ in their approval- 
seeking behaviour. in a comparison between Anglos, Mexican 
Americans, and Mexicans, it was found that subjects who were 
in lower socioeconomic positions, older, or of Mexican origin 
were more likely to give Socially-Desirable Responses and 
tend to acquiesce compared to those who are not. In other 
words, a sense of powerlessness or belonging to a group in 
which presenting a good face to strangers is emphasized are 
related to approval-seeking behaviour (Ross and Mirowsky, 
1984). In another study it was found that: 
Canadians were more extraverted than characteristically 
inviant British counterparts, but quieter than their 
American neighbours. Also, Canadians had higher 
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Neuroticism scores than either American or British 
students, reinforcing the stereotypes of Canadians as timid 
and cautious, e. g. about taking risks" (Skinner and Peters, 
1984 p. 121). 
An interaction has been found between ethnic origin and the 
reporting of psychological distress. Those of Mexican origin 
reported more psychological complaints than did Anglos. But 
this was applicable only to older adults. This finding 
suggests that the age factor plays an important role in the 
relationships of ethnic-origin and stress (Burnam at al, 
1984). 
However, the non-significant difference between younger 
subjects of the two ethnic groups can be explained by the 
fact that those subjects are too young to fall ill. Being 
depressed, on the other hand, may not have the same meaning in 
all cultures. Gada (1982) reported that; 
"amongst Indian depressed patiento. generally, somatic 
symptoms, hypochondriasis, anxiety and agitation are 
present in a significantly larger percentage of patients, 
but guilt feeling, obsessional and paranoid symptoms are 
significantly less frequent, compared with British 
depressed patients" (p. 201). 
The Saudi schizophrenic patients did not show the same 
symptoms at the same rate which is found among English 
schizophrenics. In the English sample, for instance, the 
somatic passivity symptom was found in 11.6 percent of 
patients studied while 75 percent of the Saudi sample were 
found to have this symptom. In explaining such differences 
one should consider the make up of the whole society and its 
deep-rooted traditions and beliefs. In doing so, one should 
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find that most of the Saudis not so long ago and some of them 
now attribute mental illness to supernatural forces (eg. 
Devil), and that the devil only effects the body rather than 
the mind. 
Such beliefs may, one way or another, lead patients to 
certain kinds of symptoms which are not common in patients 
from countries that do not share those beliefs (El-Tayeb, 
1978). Other differences between the British and the Saudi 
schizophrenics were also reported by El-Tayeb as shown in the 
following Table: 
No. Symptom British S Saudis S 
I Audible thoughts 11 9 
2 Voices arguing 13 21 
3 Voices commenting 13 21 
4 Thought broadcasting 21 11 
5 Thought insertion 19 13 
6 Thought withdrawal 9 17 
7 "Made" effect 6 34 
8 "Made" volition 9 36 
10 Delusional perception 6 7 
Besides the cultural differences in symptoms of the Game 
illness, there is some evidence to support the fact that each 
culture produces its own type of illness. In a study of 
21,745 psychiatric patients in Egypt, the distribution of 
mental illness between males and females, the age in which 
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such illness occurs in both sexes, and the society's opinion 
about mental illness were found to be different from those in 
other cultures. Before the age of 15 schizophrenic reaction 
was reported in boys only. In the 30 to 40 age-group the 
illness is more common in men. But in the 45 and older age- 
group more women suffer from this illness than men. One 
possible explanation for this observation is that most people 
in Egypt avoid reporting the illness of their daughters, 
especially before marriage, for fear of reducing their 
daughters' chances of getting married. Males-usually 
hesitate a great deal before proposing to women who are known 
to be mentally disturbed. On the other hand, most mental 
disorders in the Egyptian sample occurred in the 15 to 30 
years age-group. This is a plausible observation, since in 
many other countries mental disorders occur at middle age. 
However, it is possible that the reported peak in the-15 to 
30 years age-group is due to the social and political 
situation in Egypt: 
"those in peak age group, both males and females, have 
witnessed political and social changes which have shaken 
the traditional system to its foundations. Levels of 
aspirations are heightened. Education at various levels 
has been an increasingly accessible road to the University 
which these youths have longed for" (El-Fatary et al, 1980 
p. 70). 
Burke (1980) in his study of the aetiology of delinquency in 
the Nest Indies reported some differences among delinquents 
in America, England and the West Indies,. and some 
similarities between the West Indian sample and the Ethiopian 
sample. According to Burke, the distribution of formal 
psychiatric diagnosis in Jamaica is similar to the Ethiopian 
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data. 21 percent of the Jamaican were diagnosed as 
psychopaths and 14 percent of the Ethiopian were found to 
have the same disorder, and neurosis (22 percent of the 
Ethiopian sample and 29 percent of Jamaicans). On the other 
hand, the extent of the treatable disorder in the Jamaican 
sample is similar to that of the British, but attempted 
suicide was not found in Jamaica. Delinquents in England and 
Jamaica, also differ in their anti-social behaviour. 
Jamaican, unlike English delinquents rarely involve 
themselves in arson or motor vehicle offences. Jamaicans 
also show lower rates of parental crime and social deviance 
compared with those in urban America (Burke, 1900). 
Chaleby (1987) observed that social phobia in Saudi Arabia 
accounts for 12 to 13 percent of the neurotic disorders seen 
in psychiatric outpatient clinics at King Faisal Specialist 
Hospital, Riyadh, between 1983 and 1985. He suggested that 
such a high incidence of social phobia, although it may not 
be seen as such by all researchers, can be better understood 
by examining the social context in which it grew. As what 
may be expected in many conservative countries; 
"The Saudi culture is heavily disciplined with rigid moral 
codes and highly valued customs and rituals. Even small 
deviations from the rules are unacceptable and individuals 
who do not conform are quickly outcast. It is important to 
stress that the rules might apply to minor social 
rituals...... There are traditions or rituals for every 
social situation. Adherence to all these demands could be 
stressful, and requires discipline and self control that is 
exercised at, the expense of personal autonomy" (p. 169). 
While these practices may or may not play a causal role in 
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social phobia in Saudi Arabia, it is worth noting that it is 
more common in young, professional and highly educated males. 
These traditions combined with rapid modernization limited 
social interaction among Saudi women to a certain extent. By 
traditions, Saudi women's functions are restricted to taking 
care of their children, husbands and staying at home. They 
should wear veils, avoid mixing with males, and should work 
in places to which males have no access to. They cannot 
drive cars and the facilities where they can spend their free 
time are limited. Until a few years ago women in Saudi 
Arabia frequently contacted and visited their neighbours for 
a chat or help when the need arose because people at that 
time lived in small attached houses surrounded by narrow 
streets where traffic was very limited. Such environments 
allowed women to socialize with neighbours and relatives 
without having to go behind what is traditionally acceptable. 
Nowadays the situation has changed. Most Saudis live in 
large houses with gardens and garages and surrounded by wide 
streets and heavy traffic. 
Combined with the fact that people became busier, women's 
contact with others became very difficult, which-led some of 
them to suffer from loneliness or even isolation. What, has 
been said about women is also true about children. In 
traditional quarters in Saudi Arabia, 90 percent of children 
play and make contact with other children in their community 
while only 15 percent of those who live in modern quarters do 
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so. The latter group may, in the future, suffer from some 
psychological problems and may become socially incompetent. 
It has been suggested that such circumstances can be one of 
the causes of the prevalence of illnesses among Saudi women 
(Al-Nowaiser, 1986). 
So far, the similarities and differences among cultures and 
the ways in which cultures may affect the health of their 
members have been discussed. However, studies in which a 
comparison of different cultures in relation to stressful 
life events and illnesses are rare. An explanation for 
this could be that: 
1) Most of the studies in this area were conducted in the 
United States, the United Kingdom and few other Western 
countries, 
2) The interest in this field is one of the newest fields in 
psychology. 
But there have been some attempts. For example, by using a 
Kenyan sample Vadher and Ndetei (1981), examined the 
relationships between life events and depression. 30 Kenyan 
patients of black African origin who were undergoing 
treatment in Nairobi were the subjects of this study. The 
relationship between life events and depression hold true and 
were similar to those reported by researchers from Western 
countries. However, this study finding is limited by its 
small sample. 
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Finally, although some workers insist that individuals and 
culture differences override their similarities, yet others 
suggest otherwise, a close examination of the literature in 
this field indicates that individuals and culture are neither 
different nor similar; they are both. The extent to which 
they are more. siailar or more different is a tricky one, for 
it is almost impossible to control all the involved variables 
in the study of individuals and cultures differences. It Is, 
therefore, expected that similar findings of research on 
stressful life events and illness in the Western countries 
can be obtained in other countries, but the interaction 
between the two variables may not be the same in all 
countries, due to the influences of cultures. 
The present study examines the effect of culture on the 
relationships between psychosocial factors and Health. 
4.3 POLYGAMY AND HEALTH 
In Islam a man is allowed to marry up to four wives given 
that there is a reason to do so. According to Islamic 
teaching a man can marry more than one wife if: 
1) his wife is seriously sick to the extent where she cannot 
meet his sexual need, 
2) his wife is sterile, 
3) women outnumber men for one reason or another (for 
instance, following wars or illness), 
4) there is a woman among his relatives who cannot for 
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one reason or another get married despite her desire to do 
so due to a lack of certain qualities that prevent men 
from proposing to her. A man in this case may marry her, 
if she is still interested in marriage and her hope of 
getting married to a single man has faded away, 
5) marrying another woman is necessary in resolving a 
long-lasting conflict between the involved families, races 
or tribes. 
Islam, while allowing men to have more than one wife, granted 
justice for the wives. A wife could sue her husband or seek 
divorce once she felt that she is not receiving fair 
treatment after her husband married another woman 
(Aldawalibi, 1981). 
Having more than one wife under the conditions laid out by 
Islam Is useful for both men and women, but polygamy "has 
been abused in some time'and some places" (Lemu and Heeren, 
1978 p. 27). When a man wants to marry more than one wife for 
reasons suggested by Islam, his first wife would accept the 
situation as the best solution to what made her husband to 
marry another woman, would adjust to the new situation, and 
would explain to her children why this has happened. 
Understanding on the part of the woman and her children would 
release the psychological pressure brought up by the pressure 
of the new woman in the family atmosphere. However, problems 
may arise when men violate the roles of polygamy according to 
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Islamic teaching. In such a case the first wife may not 
tolerate the event (Racy, 1980), and her dissatisfaction may 
be reflected in her behaviour towards the family. When this 
is the case: 
1) Husbands may be caught in middle of their wives' 
competition, 
and may feel 
children's w 
pleasure. 
2) Children are 
have done to 
quarrels and fights as a result of jealousy, 
guilty of sacrificing their first wives and 
all-being to their selfishness and/or 
confused and uncertain of what their fathers 
their mothers and to them. 
And when the new wife brings up children of her own the 
problems get worse in quality and greater in number. At the 
beginning, the children resist the new wife by different 
means such as not talking to their father. When this 
happens, the father in some cases hold their mother as being 
responsible for their behaviour, as is the case in some 
instances, and may take some action, usually negative, 
against his wife. The children are no longer able to spend 
enough time with their father, since after the new marriage 
he is forced to divide his time between his wives. Jealousy 
plays a major part in the children's problems. Usually, 
fathers try very hard to treat the children of their wives 
equally, but children are never satisfied. They either. 
imagine that their fathers prefer the children of the other 
wife and treat them differently, or the father does, indeed, 
treat his children differently. The most loved wife or the 
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one who possesses a strong persuasive power gets the beat for 
her children. 
When a man gets married to another woman, he either provides 
her with a separate house or lets her live with his first wife 
and children. In the former case, children have to live with 
the fact that from now on they can see the father only every 
other night, and in the latter case the house is no longer at 
peace. The first wife and her children may do whatever they 
can to drive the new unwelcome guest out of their house, and 
at the same time the new wife tries her best to force her 
husband to provide her with a place of her own. Children in 
both cases are occupied with unnecessary problems and their 
school and social life suffer as a result. In some cases 
the families of the husband and the wives, especially 
mothers, get involved in the affairs of their daughters and 
sons. The mothers of wives try to ensure that their 
daughters are equally treated. On the other hand the 
husband's mother tries to persuade her son to respect.. his 
first wife and not to ignore her for the sake of the new one. 
Children, in these cases, may grow up in such an unhealthy 
environment where hatred and jealousy are generated. 
So far, the emotional problems of having more than one wife 
have been discussed, but some economical problems arias as 
well. When a man sets married to another woman he becomes 
responsible for two wives and children whether in one house 
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or in two. The financial difficulty may force the father to 
cut down the'amount of money he normally spends on his 
children. Such reduction may: 
1) affect the children's school performance and/or social 
competence, 
2) intensify the hatred of children towards their father and 
his new wife. 
In rare incidents children of the old wife may turn their 
anger towards their mother. They might accuse their mother 
of failing to be good enough try to prevent their father from 
seeking what she lacks, elsewhere. In such cases the mother 
will not only suffer from her husband's rejection and 
selfishness but from her children's ignorance a well. And as 
a result she becomes under devastating psychological pressure 
which may negatively affect her health and her children's 
psychological and physiological development. 
There may be some sex differences in the children's reaction 
to their father's marriage to another wife. Females in 
particular may grow up with an attitude in which men are seen 
as untrustworthy and selfish (Racy, 1980). This attitude may 
affect their future relationships with the opposite sex. 
Males, on the other hand may develop an abnormal attitude 
toward women. They may treat women as something to be 
enjoyed rather than respected, or they may, if the 
psychoanalysis thinking holds some truth, unconsciously treat 
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their wives so badly as a revenge for what their fathers have 
done to their mothers. 
There is a remote theoretical evidence for assumptions drawn 
about the effect of having more than one wife or children, 
and due to the scarcity of studies in this field one may, on 
the optimistic side, speculate on rather than confirm the 
above suggestions. However, evidence for the negative effect 
of polygamy on women's health has been recently produced by 
Chaleby (1986). In his study, 33 percent (two males and 15 
females) of those who reported marital stress attributed 
their problems to polygamy. 
The present study examines the effect of having more than one 
wife on children's psychological and physical development. 
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4.4 RESULTS 
Now that some light has been shed on the possible link 
between culture and Health on the one hand and polygamy and 
Health on the other, the data of the field study on the 
relationships between Life Events, Social Support, Locus of 
Control, Polygamy and the Health of the Saudi students is 
dealt with. Sex differences will also be examined. (For 
more information on Saudi Arabia see Appendix H). As has 
already been mentioned procedures used in this chapter are in 
general, similar to those of Chapter 3. However, hypotheses 
used in Chapter 3 will retain their contents and number but 
the letter "B" will follow each hypothesis number indicating 
that the same hypothesis was tested twice: for the British 
students and then for the Saudi students. 
4.4.1 1- The relationships between Life Events. Social Suaoort. 
Locus of Control and Health 
Mean scores for Life Events (RE, NE), Social Support, Locus 
of Control and Health are presented in Table 4.1. 
Table 4.1" Mean scores for Life Events. Social Suaoort. Locus 
of Control and Health 
Variable Mean S. D. 
Life Events (NE) 11.993 5.393 
Life Events (RE) 802.343 414.820 
Social Support 25.915 4.360 
Locus of Control 36.285 8.713 
Health (general) 32.545 17.260 
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Table 4.1 (continued) 
Variable Mean S. D. 
HB 2.655 2.153 
HC 1.476 1.777 
HD 2.976 2.677 
HG 2.324 2.073 
HI 1.803 1.488 
HJ 0.334 0.830 
HM 3.762 2.486 
HN 1.152 1.558 
HP 2.267 1.555 
HQ 2.955 2.134 
HR 3.341 1.878 
4.4.2 Correlation between the finde endent variable 
As shown in Table 4.2 Social Support correlated significantly 
but negatively with all other measures. The highest 
correlation coefficient for Social Support was with NE 
(r= -0.232, P=0.000) and the lowest was with RE (r= -0.77, 
P=0.003). Locus of Control again seems to be independent of 
Life Events (RE and NE). Except for RE and NE, however, the 
correlations also obtained for the remaining variable are 
rather low. 
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Table 4.2! Pearson Correlations for Life Events. Social 
Support and Locus of Control 
NE Rating Social 
(LRE) (SSUS) 
Rating 0.6596 
LRE P=0.000 
Social -0.2320 -0.1775 
(SSUS) P=0.000 P=0.003 
Locus 0.0056 -0.1016 -0.1862 
(LCB) P=0.467 P=0.063 P=0.002 
The hypothesis to be examined in this section are now stated. 
Hypothesis I reads: 
Hypothesis IB: High Stress (NE and RE). low Social Suooort 
and Externality are. separately associated 
with Doorer Health. 
To examine this hypothesis, 24 Stepwise multiple regressions 
were computed; the first 12 were regressions of H and 
sections of Health on NE, Social Support and Locus of Control, 
and the second 12 were regressions of H and sections of 
Health on RE, Social Support and Locus of Control. The 
results of these regressions can be found in Table 4.3 and 
Table 4.4 for each variable entered in the equation; the 
table shows the step at which that variable was entered, 
Multiple R, R Square, Adjusted R Square, F, Significant of F 
change, F change significant of F change, and beta associated 
with that variable. 
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4.4.3 Correlations between Life Events. Social Suooort. Locus 
of Control and Health 
As has been done with the British students' data, Pearson 
correlations between NE, RE, Social Support, Locus of Control 
and each dependent variable were computed to examine the 
relationships between the independent and the dependent 
variables. Table 4.3 shows that NE was associated with H and 
all Health sections. The highest correlation coefficient for 
NE was with General Health (r=0.405, P=0.000) and the lowest 
was with HR (r=0.178, P=0.004). RE, on the other hand was 
also correlated with H and all sections. 
Significant, but negative association was found between 
Social Support and H and all sections of Health except HB, HG 
and HR. The highest correlation for Social Support was with 
depression (r=-0.342, Pa0.000). The more support the Saudi 
students received the less incidence of depressed feeling. 
Locus of Control was significantly associated with all the 
dependent variables. Externality is related to more physical 
and psychological problems. 
Results, then, support Hypothesis lB for General Health. 
High stress (RE and NE), low Social Support and Externality 
are significantly associated with poorer Health. Similar 
results were found with the British students. RE, NE and 
Locus of Control, were also significantly related to all the 
remaining sections of Health. Social Support, however, was 
not correlated with HB, HG and HR. 
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Table 4.3! Correlations between NE. RE. Social Support. Locus 
of Control and Health Sections 
NE 
__ 
RE Social Support Locus of Control 
H r 0.405 0.488 -0.280 0.348 
p 0.000 0.000 0.000 0.000 
HB r 0.238 0.257 -0.107 0.257 
p 0.000 0.000 0.079 0.000 
HC r 0.306 0.359 -0.216 0.171 
p 0.000 0.000 0.000 0.005 
HD r 0.314 0.291 -0.148 0.185 
P - . 
0-000 0.000 0.012 0.003 
HG r 0.190 0.216 -0.024 0.207 
p 0.002 0.002 0.357 0.001 
HI r 0.266 0.292 -0.191 0.197 
p 0.000 0.000 0.002 0.001 
HJ r 0.248 0.215 -0.202 0.216 
p 0.000 0.002 0.001 0.001 
HM r 0.256 0.258 -0.191 0.289 
p 0.000 0.000 0.002 0.000 
HN r 0.190 0.354 -0.342 0.272 
p 0.002 0.000 0.000 0.000 
HP r 0.227 0.316 -0.303 0.256 
p 0.000 0.000 0.000 0.000 
HQ r 0.264 0.371 -0.201 0.282 
p 0.000 0.000 0.001 0.000 
HR r 0.178 0.249 -0.093 0.294 
p 0.004 0.000 0.078 0.000 
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4.4.4 The importance of Life Events. Social Support and Locus 
of Control in exolaininathe-variation in Health 
Tables 4.4 and 4.5 show a summary of each Stepwise 
regressions computed for Health on RE, NE, Social Support and 
Locus of Control and Figures 4.1 and 4.2 indicate the 
position of each factor in relation to the other factors and 
their effect on Health. In these two figures, factors that 
were not tolerated to enter the equation were given zero and, 
therefore, are not shown in the figures in relation of the 
Health section which they failed to enter for. Inspection of 
these tables and figures suggest that: 
1) Life Events seem to be more related to physical health 
while Social Support and Locus of Control tend to 
correlate more with the psychological side of Health. 
The same trend was found in the British students' results. 
2) Locus of Control was not significantly related to the 
Respiratory system, and Social Support failed to enter 
the equation for all physical sections when entered with 
NE and Locus of Control. However, Social Support 
associations with all sections of Health were weaker when 
NE was replaced by RE. 
3) Social Support strongest effect was on depression. The 
less support the subjects received, or feel they have 
received, the more depressed they felt. 
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4) Locus of Control, in general, as with the British students 
results seems to be relatively as important as Life Events 
in relation to Health. Its beta weights on HG, HM, HN, HQ 
and HR were higher than those of NE, but was higher only 
on HM and HR when entered with RE. 
5> At their best, RE, Social Support and Locus of Control 
explained 34 percent of the variation in Health. Their 
explanatory power as lower when NE was used instead of RE. 
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Figure 4.1! Beta weig hts obtained from 12 step wise regressions- 
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Figure 4.2e Beta weights obtained from 12 stepwise reeressionas 
H. HB. HC. HD. HG. HI. HJ. HM. HN. HP. HQ and HR on 
RE. Social Support and Locus of Control 
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4.4.5 2- Sex differences in Life Events. Social Suoaort. 
Locus of Control and Health 
Section 1 dealt with the relationships between Life Events, 
Social Support, Locus of Control and Health for all subjects. 
This section examines whether males and females differ in 
Life Events, Social Support, Locus of Control and Health and 
whether the Sex of subjects alters the relationships reported 
in the previous section, between these variables. In this 
regard, three hypotheses were formed: 
Hypothesis 2B: There are be significant sex differences in 
Health and Internality score. 
Hypothesis 3B: There are significant sex difference in 
Life-Events-and Social Sucoort. 
Hypothesis 4B: The relationship between life Events and 
Health differ according to the sex of 
the subjects. 
A aeries of t-Teste and Two-way Anovas were computed to 
examine these hypotheses. t-Tests are presented in Table 
4.6 to examine Hypotheses 2B and 3B. 
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Table 4.6. At Mean Scores for Health for the Saudi males and 
females 
Variables Mean SD 
H Males 32.48 17.06 
Females 34.57 17.83 
HB Males 2.81 2.27 
Females 2.14 1.64 
HC Males 1.41 1.77 
Females 1.65 1.79 
HD Males 3.03 2.72 
Females 2.80 2.52 
HG Males 2.31 1.98 
Females 2.35 2.33 
HI Males 1.77 1.42 
Females 1.90 1.66 
HJ Males 0.35 0.83 
Females 0.30 0.80 
HM Males 3.80 2.42 
Females 3.64 2.68 
HN Males 1.01 1.39 
Females 1.58 1.93 
HP Males 2.19 1.53 
Females 2.48 1.62 
HQ Males 2.95 2.15 
Females 2.95 2.09 
HR Males 2.17 1.82 
Females 2.85 1.96 
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Table 4.6.91 t Test: NE. RE. Social Support and Locus of 
cgntrol for Saudi males and females 
Variables Mean SD SE t DF Prob 
LC Males 35.19 7.35 0.57 
-2.54 89.77 0.013 
Females 38.93 10.99 1.35 
NE Males 12.77 5.37 0.36 
4.83 131.37 0.000 
Females 9.54 4.69 0.56 
RE Males 832.41 412.55 33.03 
Females 614.72 385.71 77.14 
2.59 33.43 0.014 
SS Males 25.84 4.41 0.34 
-0.40 134.66 0.693 
Females 26.08 4.24 0.50 
LC = Locus of Control 
* SS = Social Support 
Although results show that males' and females' mean scores 
did differ significantly in General Health (P 6.33# P=0.012) 
this significant difference was discarded as it failed to 
reach a significant level when sex was computed with a different 
variable and fewer number of subjects (F=2.94, P-O. 088). Both 
anovas can be found in Appendix I, page 807'with RE and page 512 
with NE. In the physical sections both sex mean scores 
did not differ significantly. However, more differences were 
found on the psychological aspect of Health between the two 
groups. Females were more depressed (P=13.09, P=0.000), more 
sensitive (F=4.99, P=0.026) and had higher level of Tension 
(F=12.87, P O. 000) than males (mean scores can be found in 
Table 4.6. A). On the other hand, males were significantly 
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higher on NE and RE (t=4.83, P=0.000) and (t=2.59, P: 0.014) 
(see Table 4.6. B). Females however, scored significantly 
higher on LCB indicating that Externality is more common 
among females compared to males. No significant sex 
difference was found in Social Support. 
The results then, partially support Hypothesis 2B-for Health 
and accept it for internality. In general, females reported 
more symptoms and were more externally oriented than males. 
Hypothesis 3B was accepted for Life Events but was rejected 
for Social Support. Unlike with Health, males experienced 
more Life Events than females but both sexes were equally 
supported by those whom they contact. The discussion so far 
has been about Hypotheses 2B and 3B; now Hypothesis 4B is 
examined. 
To examine Hypothesis 4B, a number of Two-way Anovas were 
performed to clarify the role of sex in the relationships 
between Life Events and Health. 
Subjects were first divided at the median (11) for NE and 
(700) for RE to constitute high and low stress groups. 
Only significant results are reported here (non-significant 
results can be found in Appendix I). Results show no 
significant interactions between NE and Sex. However, with 
RE three significant Interactions were found for HN, HP and 
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HR (see Table 4.7). In all these three psychological 
f 
sections females when under high stress suffer more from 
depression, were more sensitive and tense than males (Fw7.96, 
P-O. 005), (F=5.45, P=0.021) and (F=6.44, Pu0.012) 
respectively. 
Results partially support Hypothesis 4B. Females' HN, HP and 
HR differ significantly from those of males (see Figures 4.3, 
4.4 and 4.5). 
Table 4.7- Anova on HN. HP and HR usint RE and Sex 
A-HN 
Classification Mean nf df p 
High Stress 
Males 1.45 83 
Females 3.86 7 
Low Stress 
Males 
. 0.66 71 
Females 1.17 18 
Main effect: RE 21.54 1 0.000 
Main effect: Sex 12.30 1 0.001 
Interactions: RE and Sex 7.96 1 0.005 
187 - 
Table 4.7 (continued 
B- HP: 
Classification Mean nf df 
High Stress 
Males 2.57 82 
Females 4.29 7 
Low Stress 
Males 1.87 71 
Females 1.94 18 
Main effect: RE 15.60 1 0.000 
Main effects Sex 3.18 1 0.076 
Interactions: RE and Sex 5.45 1 0.021 
C-HR 
Classification Mean nf df p 
High Stress 
Males 2.47 83 
Females 4.86 7 
Low Stress 
Males 1.93 71 
Females 2.17 18 
Main effect: RE 8.47 1 0.004 
Main effect: Sex 5.32 1 0.022 
Interactions: RE and Sex 6.44 1 0.012 
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Figure 4.31 Mean score for HN 
High stress 
p Low stress 
Figure 4.4- Mean score for r HP 
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4.4.6 3- Polygamy differences in Life-Events. 
-Social 
Suraort. 
Locus of Control and Health 
Having presented the results on sex differences, the effect 
of polygamy is discussed now. 
This section involves two hypotheses about Polygamy, 
Hypothesis 4B1 and 4B2. As mentioned previously, each 
hypothesis was tested twice first for the British students 
and second for the Saudi students. Hypotheses involving 
polygamy depart from this method since they are applicable to 
the Saudi only. These two hypotheses read: 
Hypothesis 4B1: There are significant differences in 
Life Events. Social Support. Locus of Control 
and Health between students who were exposed 
to Polygamy and students who were not. 
Hypothesis 4B2: The relationships between Life Events and 
Health differ accordine to whether 
the students' fathers were married to more 
than one wife or married to theirmothera 
2DIX- 
Exposure to Polygamy here refers to: being a child of a 
father who is, or was married to one or more women besides 
the student's mother, regardless of whether or not the child 
has lived with those wives under one roof. To be in this 
group a student's father should have been married to another 
woman while he is still married to the student's mother or 
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that the student's mother married his/her father as a second 
wife. 78 students fell under this definition. 
To examine Hypothesis 4B1, t-Test were used (see Table 
4.8) for Health, Life Events (NE and RE), Social Support and 
Locus of Control. 
T-Test results showed that although the polygamy group mean 
scores in NE were much higher than the other group, there 
were no significant differences between the two groups in all 
variables. However, in all Health sections except HJ those 
who were exposed to polygamy obtained higher means than those 
who were not. The latter group's mean scores were higher in 
Social Support and Locus of Control. 
Hypothesis 4B1 was, therefore, rejected. No significant 
differences in Life Events, Health, Social Support or Locus 
of Control were found between students who were exposed to 
Polygamy and students who were not (see Table 4.8). Those 
who were exposed to polygamy, however, experienced more Life 
Events. Their mean score was 13.02, compared to 11.58 for 
those who were not. 
Now that Polygamy has no significant effect on Life Events, 
Social Support and Locus of Control, an examination of 
whether Polygamy interacts with Life Events on Health is to 
follow. 
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Table--4,8- t-Tests Health. -NE. 
RE. Social Support and Locus 
of Control for students who were ex posed to 
Eo1 Ygamy and students who were not 
Variables Mean SD SE t Df Prob 
H One wife 32.03 16.44 1.16 
-1.14 119.43 0.256 
More 34.90 19.64 2.23 
HB One wife 2.58 1.93 0.13 
-1.23 110.38 0.220 
More 2.98 2.65 0.30 
HC One wife 1.42 1.72 0.12 
-0.86 127.35 0.390 
More 1.64 1.93 0.21 
HD One wife 2.96 2.66 0.18 
-0.42 133.46 0.677 
More 3.11 2.82 0.32 
HG One wife 2.34 2.08 0.14 
-0.07 139.60 0.946 
More 2.35 2.09 0.23 
HI One wife 1.77 1.48 0.10 
-1.17 136.31 0.243 
More 2.01 1.53 0.17 
HJ One wife 0.35 0.86 0.06 
0.44 151.52 0.664 
More 0.30 0.79 0.09 
HM One wife 3.68 2.39 0.16 
-0.87 126.21 0.384 
More 3.98 2.71 0.30 
HN One wife 1.14 1.50 0.10 
-0.66 122.76 0.509 
More 1.29 1.76 0.20 
HP One wife 2.25 1.56 0.11 
-1.06 143.72 0.291 
More 2.46 1.50 0.17 
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Table 4.8 (continued) 
Variables Mean SD SE t Df Prob 
HQ One wife 2.93 2.09 0.14 
-0.13 130.79 0.895 
More 2.97 2.27 0.25 
HR One wife 2.28 1.82 0.12 
-1.00 123.86 0.321 
More 2.55 2.11 0.24 
LC One wife 36.49 8.95 0.70 
0.82 116.08 0.415 
More 35.48 7.72 1.01 
NE One wife 11.58 5.21 0.39 
-1.90 127.63 0.059 
More 13.02 5.8 0.66 
RE One wife 785.76 380.35 34.57 
-0.60 78.21 0.553 
More 831.40 493.35 68.41 
SS One wife 26.23 4.07 0.31 
1.46 94.15 0.147 
More 25.19 5.10 0.64 
LC = Locus of Control 
* SS " Social Support 
To examine a possible interaction between Polygamy and Life 
Events, a series of Two-way Anovas were computed on all the 
dependent variables using EN, RE and Polygamy to test 
Hypothesis 4B2. 
When used with NE, Polygamy interacted significantly with 
general health (P=5.07, P=0.025) (eee Appendix J, p. 522) and 
HB (Pe7.63, P=0.006). Students exposed to Polygamy reported 
more symptoms on general health and Respiratory compared to 
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students who did not when both groups were under high stress. 
No other significant interactions between NE and Polygamy 
were found. (Table 4.9 and Figure 4.6 below 
show the interaction between NE and Polygamy on HB). 
able 4.9! Anova on HB us! n NE and Pol-YRam 
Classification Mean nf df p 
High Stress 
One wife 2.82 76 
More 4.32 28 
Low Stress 
One wife 2.36 112 
More 2.38 39 
Main effect: NE 10.05 1 0.002 
Main effect: Polygamy 4.57 1 0.033 
Interaction: NE and Polygamy 5.91 1 0.016 
v- 
4.0 
3.5 
3.0 
2.5 
2.0 
1.5 
1.0 
0.5 
P_flure 4.6! Mean score for HS 
High stress 
Not exposed to polygamy 
Exposed to polygamy 
Low stress 
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On the other hand, when RE instead of NE was considered, the 
interaction between NE and Polygamy on HB disappeared and 
different interaction emerged. RE and Polygamy interacted on 
HN (see Table 4.10). 
Students of fathers married to more than one wife were more 
depressed than those whose fathers were married to their mothers 
only (see Figure 4.7). 
Results partially support Hypothesis 4B2. Polygamy had a 
significant interaction effect with NE on H and HB and with 
NR on HN. A combination of high stress and Polygamy 
increased symptoms in these to Health sections. Anova 
results that are not presented here can be found in 
Appendix J. 
Table 4.10: Anova on HN using RE and Polygamy 
Classification Mean nf df p 
High Stress 
One wife 1.44 62 
More 2.43 23 
Low Stress 
One wife 0.86 58 
More 0.64 28 
Main effect: RE 16.87 1 0.000 
Main effect: Polygamy 2.02 1 0.156 
Interaction: RE and Polygamy 5.98 1 0.015 
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Ei ure 4.7" Mean scores for_HN 
M 
5.0 
4.5 
4.0 
3.5 
3.0 
2.5 
2.0 
1.5 
1.0 
0.5 
0 Not exposed to polygamy 
0 Exposed to polygamy 
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4.4.7 4- The interaction between Life Events. Social SuoDort. 
Locus of Control and Health 
In the previous sections, the relationships between Life 
Events, Social Support, Locus of Control and Health and the 
impact of sex and Polygamy on all these variables were 
discussed. In this section the role of Social Support and 
Locus of Control as mediating variables is examined. To 
achieve this, subjects were first split at the median (27) to 
form two groups: high and low Social Support groups. 
then, they were classified as Internals and Externals by 
using the median (36) as a dividing point. 
4.4.8 The combination of Life Events and Social Suvoort 
It has been shown already that high stress and low support 
were associated with poorer Health. And that . ads to, a 
question; what would be the impact of a combination of high 
stress and high Social Support or vice versa? 
The suggested question was proposed in Hypothesis 5B which 
reads: 
Hypothesis 5B: The Health of those who receive high Social_ 
Support differ from the Health of those 
who receive 1 ow Social Suaaort when both 
groups are under high stress. 
To examine this hypothesis a series of Two-way anova were 
used. 
Anova results reject Hypothesis 5B. There was no significant 
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interaction between NE or RE and Social Support in relation 
to the subjects' Health. However in General Health and in 
HB, Social Support buffered the effect of stress (RE) on 
these two variables but its effect did not reach a 
significant level. The high stress and high support mean 
score on General Health was 34.59, while that of high stress 
and low Social Support was 42.45, and the Two-way 
interaction between RE and Social Support was (Pa3.298, 
P=0.071). For HB, the high stress and high support group 
mean score was 2.66 as opposed to 3.35 for High stress and 
Low support, producing a non-significant interaction of 
(P=3.502, P=0.063). In the remaining sections of Health, the 
Social Support interaction effect was much lower than with H 
and HB. (Anova result can be found in Appendix K). 
4.4.9 A 
-combination of Life Events and Locus of Control 
The procedures followed with Social Support are taken here 
with Locus of Control, and also a similar hypothesis was 
formed. It reads; 
Hypothesis 6B: The Health of Internals differ. sie ifioantlY 
from the Health of Externals when both Arouns 
are subjected to high stress. 
Unlike Social Support however, Locus of Control seems to be 
more consistent in its association with both Life Events and 
Health. Three significant interactions between NE and Locus 
of Control on H, HQ and HR were found (see Figure 4.8,4.9 
and 4.10). 
- 1A 9- 
Hypothesis 6B was, therefore, accepted for General Health. 
Locus of Control moderater the stress effect on the students' 
general Health (F=4.558, P=0.034), and was also accepted for 
HQ and HR. (See Tables 4.11,4.12 and 4.13 for more details 
on the three significant interactions reported here. ) Non- 
significant anova results can be found in Appendix L. 
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Table 4.11! Anova on H using NE and Locus of Control 
Classification Mean nf df p 
High Stress 
Externals 41.51 74 
Internals 31.88 60 
Low Stress 
Externals 27.52 61 
Internals 26.69 58 
Main effect: NE 23.03 1 0.000 
Main effect: Locus of Ctrl 7.07 1 0.008 
Interaction: NE and Locus 4.55 1 0.034 
able 4.12! Anovaon HQ usine NE and Locus of Control 
Classification mean nf df p 
High Stress 
Externals 3.89 76 
Internals 2.47 60 
Low Stress 
Externals 2.25 61 
Internals 3.00 58 
Main effect: NE 6.35 1 0.012 
Main effect: Locus of Ctrl 2.56 1 0.110 
Interaction: NE and Locus 18.80 1 0.000 
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Table 4.13: Anova on HR using NE and Locus of Control 
Classification Mean n f df p 
High Stress 
Externals 3.14 76 
Internals 2.02 60 
Low Stress 
Externals 1.97 61 
Internals 2.24 5B 
Main effect: EN 5.38 1 0.021 
Main effect: Locus of Ctrl 4.29 1 0.039 
Interaction: NE and Locus 9.56 1 0.002 
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4.4.10 5- The effect of Life Even 
As has been done in the previous chapter, the last section 
involves the relationship between Life Events, Social 
Support, Locus of Control and future Health. The data 
analysed here are that of the students who participated in the 
study for the second time (Details were given in Chapter 2). 
Six hypotheses were proposed for this section. They read: 
Hypothesis 7B; Subjects' Life Events at Time I predict their 
Health at Time 2 
Hypothesis 8B; Subjects' Life Events at Time -2 effect 
mir 
Health at Time 2. 
Hypothesis 9B: Social Support at Time I Predicts the 
subjects' Health at Time 2. 
Hypothesis 10B: Social Support moderates the effect of Life 
events at Time I and Time 2 on health at 
Time 2. 
Hypothesis IIB: focus of Control at Time 1--predicts the 
Subjects' Health at Time 2. 
Hypothesis 128: Locus of Control moderates the effect of Life 
Events at Time I and Time 2 on Health at 
Time 2. 
Changes (Life Events at Time 2 and Health at Time 2) were 
computed by the same method used in Chapter 3. 
Subjects were divided into groups at the median= High NE and 
Low NE at Time 1, High Social Suppoert and Low Social 
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Support, Internals and Externals, and High and Low NE at Time 
2 (Change). The medians were: 13,27,36, and 3 
respectively. 
Mean scores for Health 1, Health 2, Social Support, Locus of 
Control, Events I and Events 2 are shown in Table 4.14. 
Table 4.14! Mean scores for Health 1. Health 2. Social 
Support. Locus of--Control. 
-Events 
1. and Events -2 
Variables Mean S. D. 
Health 1 31.774 18.129 
Health 2 (change) 4.226 4.182 
Social Support 26.679 4.164 
Locus of Control 34.377 7.677 
Events 1 13.396 5.422 
Events 2 (change) 3.075 2.277 
For the reasons mentioned in Chapter 3, only general Health 
and NE are considered here. 
The hypotheses were examined by a series of analyses of co- 
variance. Health I was used as the co-variant in all these 
analyses. 
Hypotheses 7B was rejected (P 1.512, P. O. 225). Events I did 
not predict Health 2. 
Hypothesis 88 was accepted (F=4.432, P=0.040). Events at 
Time 2 were associated with Health at Time 2 (see Table 4.15). 
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Table 4.15. Anova on H at Time-2--Events at Time 2and Health 
at Time I as co-variate 
Classifications Mean nf df p 
High stress 5.50 22 
Low stress 3.32 31 
Co-variate: Health at Time 1 2.35 1 0.131 
Hain effect: Events at Time 2 4.43 1 0.040 
Hypothesis 9B was rejected (F=1.349, P=0.251). Social 
Support failed to predict Health at Time 2. 
Hypothesis lOB was rejected (F=0.388, P=0.536). Social 
Support did not interact with Events at Time 1, and did not 
interact with Events at Time 2 (FE1.430, P=0.238). 
Hypothesis IIB was rejected (P=0.416, P=0.522). Locus of 
Control did not predict Health at Time 2. 
Hypothesis 12B was rejected. Locus of Control did not 
interact with Events at Time I or Events at Time 2 (F=0.891, 
P: 0.350, P. 0.007p P. 0.933). 
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4.3 SUMMARY OF RESULTS 
Hypothesis 1Bs High Stress (NE and RE), Low Social Support 
and Externality are separately associated 
with poorer health. 
Status of Hypothesis 18 
Social Locus of 
NE and RE and Support Control 
Health Health and Health and Health 
H Accepted Accepted Accepted Accepted 
HB Accepted Accepted Rejected Accepted 
HC Accepted Accepted Accepted Accepted 
HD Accepted Accepted Accepted Accepted 
HG Accepted Accepted Rejected Accepted 
HI Accepted Accepted Accepted Accepted 
HJ Accepted Accepted Accepted Accepted 
HM Accepted Accepted Accepted Accepted 
HN Accepted Accepted Accepted Accepted 
HP Accepted Accepted Accepted Accepted 
HQ Accepted Accepted Accepted Accepted 
HR Accepted Accepted Rejected Accepted 
Hypothesis 2: There are significant sex differences in 
internality and health. 
Status of Hypothesis 2 
Sex and Locus of Control Accepted 
H Rejected 
HB Rejected 
HC Rejected 
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HD Rejected 
HG Rejected 
HI Rejected 
HJ Rejected 
HM Rejected 
HN Accepted 
HP Accepted 
HQ Rejected 
HR Accepted 
Hypothesis 3B: There are significant sex differences 
in Life Events and Social Support. 
Status of Hypothesis 3B 
Sex and life Events 
Social Support 
Accepted 
Rejected 
Hypothesis 4B: The relationships between Life Events and 
Health differ according to the sex of the 
subs iects. 
Status of Hypothesis 4B 
Life Events and sex 
With NE 
H Rejected 
HB Rejected 
HC Rejected 
HD Rejected 
HG Rejected 
With RE 
Rejected 
Rejected 
Rejected 
Rejected 
Rejected 
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HI Rejected Rejected 
HJ Rejected Rejected 
HN Rejected Rejected 
HN Rejected Accepted 
HP Rejected Accepted 
HQ Rejected Rejected 
HR Rejected Accepted 
Hypothesis 4B1: There are significant differences in Life 
Events. 
-Social-Support. 
Locus of Control and 
Health between students who were exposed to 
polygamy and students who were not. 
Status of Hypothesis 4B1 
Polygamy and: 
Life Events (NE and RE) Rejected 
Social Support Rejected 
Locus of Control Rejected 
H Accepted 
HB Rejected 
HC Rejected 
HD Rejected 
HG Rejected 
HI Rejected 
HJ Rejected 
HM Rejected 
HN Rejected 
HP Rejected 
- 209 - 
HQ Rejected 
HR : Rejected 
Hypothesis 4B2: The relationships between Life Events and 
Health differ according to whether the 
students' fathers were married to more than 
one wife. or married to their mothers only. 
Status of Hypothesis 4B2 
Life Events, polygamy and: 
With NE 
H Rejected 
HB 
HC 
HD 
HG 
HI 
HJ 
HM 
HN 
HP 
HQ 
HR 
Accepted 
Rejected 
Rejected 
Rejected 
Rejected 
Rejected 
Rejected 
Rejected 
Rejected 
Rejected 
Rejected 
with RE 
Rejected 
Rejected 
Rejected 
Rejected 
Rejected 
Rejected 
Rejected 
Rejected 
Accepted 
Rejected 
Rejected 
Rejected 
Hypothesis SB= The health of those who receive hith support 
differ from the health of those who receive 
low social suanort when both groups are under- 
stress. 
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Status of Hy pothesis 55 
With NE With RE 
H Rejected Rejected 
HB Rejected Rejected 
HC Rejected Rejected 
HD Rejected Rejected 
HG Rejected Rejected 
HI Rejected Rejected 
HJ Rejected Rejected 
HM Rejected Rejected 
HN Rejected Rejected 
HP Rejected Rejected 
HQ Rejected Rejected 
HR Rejected Rejected 
Hypothesis 6B: The health of Internals differ significantly- 
from health of Externals when both troupes 
fXe under high stress. 
Status of Hvaothesis 6B 
Life Events and Locus of Control: 
With NE With RE 
H Accepted Accepted 
HB Rejected Rejected 
HC Rejected Rejected 
HD Rejected Rejected 
HG Rejected Rejected 
HI Rejected Rejected 
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HJ Rejected Rejected 
HN Rejected Rejected 
HN Rejected Rejected 
HP Rejected Rejected 
HQ Accepted Accepted 
HR Accepted Accepted 
Hypothesis 7B; Subjects' Life Ev ents at Time 1 predict their' 
Health at Time 2. 
Hypothesis 8B: Subjects' Life Ev ents at Time 2 affect their 
Health at Time 2. 
Hypothesis 9B: Social Su pport at Time I vredict s subjects' 
Health at Time 2. 
Hypothesis 1OB; Social Su pport mo derates the eff ect of Life 
Events at Time I and Time 2 on H ealth at Time 
2. 
Hypothesis 11B: Locus of Contr ol at Time I predi cts subiects_ 
Health at Time 2. 
Hypothesis 12B: Locus of Contr ol moderates the e ffgct of Life 
Events at Time I and Time 2 on H ealth . at 
Time 
2. 
Status of hypotheses: 7B, 8B, 9B, lOB, 11B and 128. 
7B rejected 
BB accepted 
9B rejected 
lOB rejected 
I1B rejected 
12B rejected 
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4.6 DISCUSSION 
The major difference between Chapter 3 and this chapter is 
that the former includes the British data while the latter 
contains the Saudi data. The Life Events and the Health 
scales were shorter for the British. The Locus of Control 
scale is identical and the Social Support is more or less the 
same. The Saudi version of Social Support scale has an extra 
item on Polygamy, but it was not used in scoring the scale. 
It has been indicated already that direct comparison was not 
made between the two groups. Instead, those differences 
where culture may have played a role, are highlighted. Prior 
to doing so, it has to be stated that, in general, the two 
groups' results are more similar than different. Indeed, all 
variables shared by the two groups show, in general, a 
similar pattern of association, indicating that the 
relationship of Life Events, Social Support and Locus of 
Control to Health may be universal. Obviously one cannot 
generalize a conclusion on the basis of data obtained from 
only two countries to other countries, but similar results in 
two distinct countries such as Britain and Saudi Arabia and 
other results from other cultures are, when taken together, a 
convincing evidence to support that; these variables operate 
to a certain extent in similar ways in different cultures. 
The first difference to be noted, however, is that mean 
scores for Life Events did not differ significantly for 
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British males and females while they did for the Saudis. 
This is of course, due to the fact the Saudi females spend 
more time at home, travel less than males and are not allowed 
to drive, reducing the probability of them encountering as 
many events as the Saudi males encounter. On the other hand 
both the British males and females have more or less similar 
opportunities in all aspects of life. 
In Social Support the opposite was the case. 'Significant 
differences were found between the British males, and 
females' mean scores, but not for the Saudi. Possible 
explanations for differences between the British males and 
females were given in Chapter 3. Differences between the two 
groups may be understood by examining the differences in the 
ways in which people from Western developed countries and 
Eastern developing country relate to each other and arrange 
their daily living. Sociological studies maintain that 
people from Eastern developing countries pay more attention 
to their social relationships and are more willing to offer 
more support to others than people from Western developed 
countries. In Saudi Arabia most people take Social Support 
for granted, and there are practical reasons for doing so. 
Social relationships in Saudi Arabia, although not as they 
used to be before the modernization of the country, can be 
described as warm and readily available. The majority of the 
Saudis, for instance, can easily find someone to lend them 
money without interest or even written documents. Perhaps 
for these reasons both the Saudi males and. females did not 
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differ significantly in the amount of support they received 
and/or perceived. 
An expected difference in Locus of Control was found between 
the two groups. The British mean score was 30.586 while the 
Saudis' mean score was 36.285,, indicating higher incidents of 
Externality among the Saudis than among the British. In 
general, Eastern cultures, as mentioned earlier, incline 
towards an External Locus of Control and Saudi Arabian people 
are no exception. As Muslims, the Saudis believe 
unconditionally in the influence of Allah (God) over all 
matters and acknowledge the importance of submitting to His 
will, a tendency that cannot be equally found in the Most 
(Al-Khani et al$ 1986). (More on Locus of Control in the 
following pages). 
The proposed hypotheses on Polygamy and Health were partially 
supported by this study's results. Polygamy per se was found 
to have no relationship with the Saudi students' Health. 
However, a significant interaction was found between Polygamy 
and Life Events (NE) on H and HB. Only those who were exposed 
to Polygamy and encountered high stress reported significantly 
higher incidents of Respiratory symptoms. Another 
significant interaction was also found with RE and Polygamy 
on depression. It Is expected, however, that children of 
fathers married to more than one wife are more likely to have 
a disturbed family relationship, and may be caught in the 
middle of conflict between their parents and that this may 
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negatively affect their Health. Conclusions regarding the 
relationship of Polygamy. to Health are highly speculative, 
for there is an extreme lack of research in this area. 
However, the present study supports to a certain extent the 
suggestions made by Racy (1980). He spent some time in Saudi 
Arabia as a psychiatric consultant, and the remarks he made 
were based on first-hand experiences with Saudi patients. 
His paper was mainly on the psychological problems in Saudi 
women, and how, amongst other things, Polygamy negatively 
affects their psychological status, whether as wives or as 
children of fathers with more than one wife. The present 
study results and Racy's observations indicate that Polygamy 
can be a major stressor. 
Leaving Polygamy aside, the next observation is that Social 
Support had an interaction effect on HO (anxiety) for the 
British students, but failed to interact with stress on any 
section of Health for the Saudi students. 
The relationships between Social Support and Health were 
generally weaker for the Saudis than for the British (see 
Table 3.3 and 4.3). Perhaps, as indicated previously, 
Social Support is more or less high for all the Saudi 
students, or the scale had not discriminated adequately 
between high and low support groups among the Saudis. The 
latter explanation has been raised by Berkman (1985). She 
noted that; in a very socially cohesive and well=integrated 
population, differences in vulnerability to risk are not 
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easily deducted. This could occur when the differences are 
negligible, or when the measure misses the key points which 
really characterize the low and the high socially supported 
groups. This may be drawn from students in both groups 
regarding their response to the same question; if the British 
and Saudi students gave a (no) answer to the question: "When 
you are on campus, do you feel that you are part of the whole 
thing or do you feel that you do not belong to it? ", the 
Saudi answer may be based on a minor incident where he/she 
felt that he/she is not getting what is expected as a social 
norm, while the British students answer may be based on an 
unpleasant experience where he/she really felt that he/she 
does not belong to the University campus. The Saudi answer 
may indicate that at the University he/she is not treated as 
at home, while the British answer may indicate that he/she is 
not getting the basic social needs. 
Locus of Control as a moderator of stress seems to be more 
effective with the Saudi'etudents than with the British. It 
has a significant interaction effect with Life Events on 
general Health and two psychological sections. Regardless of 
section, since the Saudi have more of them, the important 
difference is that It seems to be related to the Saudis' 
general Health but not for the British. The Saudi leans more 
toward Externality than toward Internality (as seen in their 
mean scores in Locus of Control and that of the British. If 
this is the case, then those of them who were classified 
Externals would really be extreme cases of Externals. And 
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since it is expected that Externals are more vulnerable to a 
host of undesirable outcomes, the effect of Locus of Control 
was stronger on the Saudi students who were under stress than 
on the British. 
Locus of Control discussion ends the discussion on the 
retrospective data, and that leads to the results of the 
longitudinal data. 
In this section the Saudi results, in general, differ from 
those of the British in the following ways: 
1) Life events both at Time 1 and Time 2 were not related to 
Health at Time 2 for the British while for the Saudi, 
Life Events at Time 2 were related to Health at Time 2. 
2) Unlike the British, Locus of Control had no main 
effect on Health and did not interact with Life Events' 
effect on the Saudi Health. 
3) The Social Support interaction effect with Life Events 
disappeared in the Saudi results. 
As far as Life Events are concerned, it is possible that Life 
Events at Time 2 were associated with the Saudi Health simply 
because their Health mean score was higher than that of the 
British. 
However, it is surprising, considering the similarities found 
between the British and the Saudi students' retrospective 
results, that Locus of Control did not seem to affect the 
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Saudi future Health. There may be two immediate factors 
operating here: 
1) Sex: the British students who participated in this section 
were mainly females, while the Saudis were all males. And 
there is some evidence that significant results are more 
likely to be found with females' data than with males' 
data. Schroeder and Costa (1984) examined the influence 
of Life Events on physical illness, and found that Life 
Events significantly related to illness for women but not 
for men. When examined for all subjects, such 
relationships were not significant. In another study of 
mature adult part-time students, Locus of Control was 
found to be related to anxiety for females but not for 
males (Dyal, 1984). 
2) Culture: there have been some suggestions, although 
contrary to what has been reported already, that 
psychosocial factors are more likely to relate to health 
in the developed rather than the developing countries 
(Bebbington, 1987). Another recent study supports both 
the sex and culture arguments. Al-Khans et al (1986) 
found that Life Event is related to schizophrenia in 
married Saudi women but not in other groups (control, 
single males, single females, and married males). There 
is also some evidence to suggest that Locus of Control is 
related to anxiety in American black college students but 
not in blacks from Africa (Dyal, 1984). 
It is also possible that the Saudi male students' externality 
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reflects their health conditions. They may, as a result of 
illness, feel that they have no control over the outcome of 
events. In such cases, externality is caused by poor health 
rather than causing it, explaining why Locus of Control was 
associated with their health but could not predict it. 
The failure of the Locus of Control scale to predict the 
Saudi health raises an important issue that may be beyond the 
focus of the scale itself (Friedberg and Friedberg, 1985), 
that is, differences within -Internals and within Externals 
themselves. For example, two Externals may feel that there 
is nothing they can do to influence the outcome of events 
around them, but one of them also thinks that there are some 
people. who can, while the other thinks that neither he/she 
nor anybody also can manipulate events. The former may 
suffer more because he/she singled himself/herself or his/her 
group out as victim(s) of circumstances, while the latter 
accepts what happened as just one of those things that can 
happen to everybody. Perhaps External Saudi students, 
because of their religious beliefs, do not suffer from their 
lack of control over events as long as they think they are 
brought upon them by God, and therefore, could happen to 
anyone. 
But accepting this argument would contradict the significant 
findings that indicate that Life Events may have a causal 
influence on the Saudi health. For if one assumes that 
religion intervenes with negative thoughts and turns them 
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into harmless emotions, then religious people are more likely 
to have immunity against all the psychosocial factors' 
negative effects. That is possible, but it may depend on how 
committed that person is. A true committment provides people 
with security and purpose in life and its effect on health 
may exceed that of Internality, because the latter depends on 
a nonguaranteed pattern of positive event outcomes, child- 
rearing practice or social advantages (Guthrie and Lonner, 
1986) while the former is based on the belief that one, 
regardless of what might happen to him/her would eventually 
be granted an eternal life. However, the system can be 
broken when, for instance, there is some doubt about one's 
beliefs or when a committed believer feels that he/she has 
done something wrong and that God has allowed some negative 
events to happen'to him/her as a disciplinary measure or 
punishment. When the faith is broken the believer loses 
his/her immunity. It is possible that such a system operates 
in the Saudi males and was not deduced by the Locus of 
Control scale, supporting the view that Locus of Control 
construct is multidimensional (Palenzuela, 1984). 
For these reasons, Locus of Control scale(s) may not be 
enough for religious people. It should be accompanied or 
replaced by a scale that: 
1) measures the degree to which one is committed to his/her 
faith, 
2) measures whether the person feels that he/she deserves 
what has happened or will happen to him/her, 
- 221 - 
3) measures to what extent the person believe that 
he/she could influence God in controlling the occurrence 
of events. 
As to why Social Support, despite its significant association 
with health, did not predict the Saudi Health, it is 
possible as stated previously, that the Saudis either receive 
or perceive more or less the same amount of support, or the 
scale used here did not touch upon the areas which 
differentiate between socially supported and nonsocially 
supported students. 
One, some, or all of these factors may have influenced the 
Saudi results in the prospective design, but one cannot rule 
out some possible methodological problems that may have 
affected the results alone or combined with any number of the 
above factors. However, it is unlikely that these possible 
problems are related to the translation of the scales 
themselves, for many reasons; the Life Events, Health and 
Social Support scales are simple and straightforward. All 
three of the scales are concerned with determining whether 
one has experienced certain events or symptoms, or has access 
to Social Support. The Locus of Control scale is also a 
simple one; it contains no ambiguous or long statements. 
These features, combined with the translation method used in 
the present study rule out, to a large extent, this 
possibility. On the other hand, one cannot rule out possible 
problems related to the dating of the events and symptoms in 
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the students' second responses to the questionnaires. 
Students were instructed on the two occasions that they 
filled in the questionnaire to mention events and illnesses 
that happened to them as far as they could remember. The 
methods used to differentiate between the baseline and the 
change were: 
1) relying on the date of event, and 
2) considering those events or symptoms mentioned in the 
second administration but not in the first as change. 
The first method worked well with the British students 
because they, except in a few incidents, dated the events and 
the symptoms. Unfortunately, this was not the case with the 
Saudi students because those who did not date the events 
and/or symptoms were three times the number of the British 
students who failed to do so, leaving the investigator to 
rely more on the second method. This may have led, in some 
cases, to misplacing some of the events and/or symptoms. 
Having mentioned some of the possible problems that may have 
affected the Saudi male students' results in the longitudinal 
analysis, it seems that the most likely interpretation of 
both the British and the Saudi results is that psychosocial 
factors are related to health, but in order to establish a 
causal effect of these factors on health, workers have to 
refine their methods of studying the subject and show some 
flexibility in including or considering other physiological 
factors. It has been suggested in the present study that one 
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way of improving the stress-illness resew. 
the global method of measuring events and 
the relationships between specific events 
illnesses, and that leads on to Chapter 5 
for specific illness). At the end of the 
further research is discussed. 
rch is to abandon 
illness and examine 
and specific. 
(specific events 
study, a model for 
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5.1 INTRODUCTION 
In the previous chapters, the relationships between the 
number of events or the rating of these events that subjects 
have experienced, Social Support, Locus of Control, Sex, 
Polygamy and their Health (general and specific) were 
examined. This chapter involves the relationships between 
certain events rather than general events and certain 
illnesses. 
In the majority of previous studies, as well as in the 
present study, a linear relationship was found between the 
number or rating of events encountered by individuals and the 
health of these individuals, but little attention was paid to 
the possible link between certain events and certain 
illnesses. 
Suggesting that people who experience more events are more 
likely to fall ill than those who do not, ignores the fact 
that these people do not by any means, face the same events 
nor suffer from the same illnesses. The possible link 
between specific events and specific illness is investigated 
in this chapter. 
A review of related studies will be discussed in the general 
Introduction, followed by a factor analysis of LRE. 
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5.2 GENERAL INTRODUCTION 
5.2.1 Specific event for specific illness 
The relationships between stressful Life Events and Illness 
seem to be an acceptable fact among the majority of research 
workers in the stress-illness research. Indeed, there 
remains only a few workers who doubt such relationships. It 
is for this reason that recently some investigators have 
become interested in pushing this hypothesis or theory 
further, by assuming that the time has probably come to 
suggest a possible link between certain types of stressful 
Life Events and certain illness (Cooke and Hole, 1983). 
Obviously, despite the attraction of this assumption and the 
enthusiasm of some workers, a tremendous amount of work has 
to be done to prove the existence of a direct or indirect 
relationship between these two variables. In this chapter, 
research that offers some support for the existence of a 
relationship between specific Life Events and specific 
illness will be reviewed. 
Generality versus specificity in relation to stress and 
illness is a controversial issue. Those who advocate the 
specificity theories argue that, since stress provokes 
different emotions, it is likely that the affect of one 
emotion on a given person may not be the same as the affect 
of another, and those who support the notion that all 
emotions have the same affect on individuals' health build 
their argument on, amongst other things, the failure of 
specificity theorists to empirically prove their case 
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(Lazarus and Polkman, 1984). The interactions between 
external stimuli and the human body are seen by the 
generality theorists in the context of the environmental 
demands and the body reaction to them, and suggest that such 
interactions are two-fold: 
I'M All demands are more or less qualitatively equivalent 
in producing physiological mobilization -a built-in 
defense mechanism that is part of our phylogenetic 
inheritance - which comes into being when bodily 
equilibrium is disturbed and (2) that this defensive 
mobilization, or response, increased general susceptibility 
to all disease, not specific ones" (Lazarus and Polkman 
1984, p. 207). 
The generality assumption has been challenged for a long 
time, but recent studies have empirically threatened its 
basic justifications. It has emerged that certain emotions 
evoke certain bodily reaction, and it follows that if each 
emotion relates to certain reaction, then it is possible that 
each reaction may be linked to certain illness. Empirical 
support for the specificity of emotions was recently provided 
by Ekman et al (1983). They examined the effect of: A- 
surprise, B- disgust, sadness, C- anger, D- fear and E- 
happiness on the autonomic nervous system (ANS) by eliciting 
these emotions in two ways (directed facial action and 
relieved emotion). During both tasks, facial behaviour was 
recorded on videotape, and second-by-second averages were 
obtained for five physiological measures: (1) heart rate, 
(2) left-hand and (3) right-hand temperatures, (4) skin 
resistance and (5) forearm flex - or muscle tension. In 
their experiment, different emotions were found to be 
related to different bodily reaction. 
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Figure 5.1 
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Ekman at al was not only able to demonstrate that negative 
and positive emotions produce different effects, but that 
negative emotion have different effects (Figure 5.1). Anger 
was associated with high heart rate and high skin 
temperature, while fear and sadness emotions were associated 
with high heart rate but low skin temperature. 
Support for the specificity theories was also found in 
studies of the interaction between stress, the central 
nervous system and the immune system. Warmers at al (1986) 
for instance, suggested that; "different types of stresses 
may involve different central pathways and that the various 
central change would in time produce varying peripheral 
change leading to the modification of activities of the cells 
including various tissues and organs and the immune system". 
(p. 57). 
Possible interactions are shown in the figure overleaf: 
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Figure 5.2 
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TCRF=corticoreleasing factor;. ACTH=adrenocorticotropin 
hormone; B-endor=beta endorphin; CAs=catecholamines; 
ENKS=Met - and Leu-enkephalins; LPSP=lymphocyte-produced 
soluble products (interleukin-1, interleukin-2,8-cell growth 
factor, etc). 
Such findings strengthen the position of the specificity 
theories and offer some justification for the possible link 
between specific events and specific illnesses, which has 
been suggested by the studies reported in the following 
pages. 
Packel et al (1969), was able to gather some evidence which 
links "exits" events with depression. However, while Packel 
did not specify what kind of "exits" events were related to 
depression, he was at least able to exclude the entrances 
from the aetiology of depression (Gunderson and Rahe, 1974). 
Bereavement, which fits under the umbrella of "exits" events, 
was found to produce certain psychological and physical 
- 229 - 
symptoms. Bereaved subjects were found to experience 
emotional and cognitive changes, they appeared to be tense 
and depressed and suffered from some physical symptoms, 
including nausea, shortness of breath and choking were 
evident (Wilson-Barnett, 1979). 
The link between stressful Life Events and general heart 
disease is a well-known observation. But what seems to be 
interesting is the link between certain events and heart 
problems. In a study of 50 coronary heart disease, divorce 
was found to be a common factor among subjects, compared to 
control. Subjects also showed more disturbed relationships 
with colleagues, felt lonely and experienced uncomfortable 
sleep (Wilson-Barnett, 1979). In general, as far as the 
cardiovascular system is concerned, essential hypertension, 
migraine headache and Raynaued's phenomenon are known to be 
vulnerable to life stress. Sustained activation and feeling 
of being deprived were found, although not conclusive, to be 
associated with the duodenal ulcer. Anger and resentment 
were suggested to create ulceration of the bowel (Everly and 
Rosenfeld, 1981). 
Using a sample of females only, Finlay-Jones and Brown (1981) 
conducted a study of the relationships between Life Events 
and psychological disorder. The two authors reported an 
interesting result. 72 percent of the cases of anxiety were 
found to be caused by danger events. Danger events represent 
any event that may indicate the likelihood of unpleasantness 
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in the future. 58 percent of the cases of depression were 
attributed to loss events (Cooke and Hole, 1983). Linn, Linn 
and Jensen (1984), in their study of stressful events, 
dysorphic mood, and immune responsiveness, used 49 middle- 
aged male subjects who had experienced serious family illness 
or deaths and 49 middle-aged males who had neither serious 
family illness nor deaths as control; compared to control, 
subjects showed more depression (Linn at al, 1983). 
Certain types of stressful Life Events were reported to 
precede the onset of agoraphobia. Bereavement, illness or 
disturbed family relationships were found to be the major 
factors in the causality of agoraphobia. Later study 
however, failed to support the above finding. The major 
difference between the former and the latter finding was that 
the form study specified the events which precede 
agoraphobia, while the latter study suggested that stressful 
Life Events in general, not specific Life Events, precede 
agoraphobia (Last et al, 1984). 
In their well-known study, Brown and Harris (1978) proposed a 
model of the development of the effective disorder and its 
relationship to personal, social and psychological factors. 
They presented two different sets of factors= vulnerability 
factors, such as social and personal qualities, and provoking 
factors or agents which are the harsh stressful Life Events. 
An interaction between these two factors was found to be 
essental in the development of illness in humans. 
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Two important points have emerged as a conclusion of their 
study; 
1) the vulnerability factors were identified as loss of 
mother by death or separation before the age of 11, the 
presence of three or more children aged 14 or under at 
home, lack of paid employment and lack of an intimate, 
confiding relationship, 
2) these four factors do not cause affective disorder by 
themselves; they merely act a mediator between the 
stressful Life Events and the onset of illness. 
Brown and Harris's model has recently received general 
Support (Campbell at a1,1982). 
Work stress was found to correlated with physical illness, 
while family stress was found to be correlated with 
depression. A single woman with a career is likely to 
develop physical illness following stressful Life Events, 
while a housewife with husband and children but no career may 
develop depression following stressful Life Events. What' 
about those women who were married and had a career at the 
same time? Surprisingly, they showed no systematic pattern 
whether or not they had children (Stewart and Salt, 1981). 
The finding of this study is striking. Assuming that it is a 
reliable and valid study, most of the research in depression 
may be due to be re-examined. 
In general, women get more depressed than men and there are 
notable conflicting explanations of this phenomenon. The 
Stewart and Salt study, therefore, is very important in the 
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sense that it offers a possible clarification for the sex 
differences in depression and support for the importance of 
environmental factors in the development of depression. 
Certain types of life events seem to effect certain aspects 
of children's health. In a study of hospitalised paediatric, 
hospitalised psychiatric and non-patient non-hospitalised 
children, different types of life events were reported to be 
more common in each group. Presence of a visible deformity 
and serious illness were more frequent in the paediatric 
group. Life stress related to relationship and environment, 
suspension from school, changing school, argument with parent 
were found to be common in the psychiatric group, and 
finally, paediatric and normal groups reported an achievement 
of almost ten times more frequently than did the psychiatric 
group (Kashani, Hodges, Simonds and Hilderbrand, 1981). The 
differences of the degree of achievement between the groups 
is very interesting. Success and failure, according to many 
workers, is related to self-concept; the more failure, the 
less self-confidence. This notion is also In harmony with 
the helplessness theory of depression. 
In the area of war research, Laufer et al (1984) have 
recently conducted a study in which three independent 
variables were used. These variables were; combat exposure, 
participation in abusive violence, and witnessing abusive 
violence. 350 Vietnam veterans (white and black) were the 
subject of this study; the three elements of war were found 
to have significant and different effect on the well-being of 
participants. There was also a significant difference in the 
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black and white reaction to war. Regarding the exposure to 
violence variable, whites showed a higher level of 
psychological problem compared to blacks. They experienced 
higher feelings of demoralization, showed more anger and 
scored higher in perceived hostility. On the other hand, 
whites who experienced participation in acts of violence 
showed lower levels of psychological problems. Blacks who 
participated in abusive violence suffered more psychological 
problems. Finally, combat exposure was found to be 
insignificant in determining the degree of psychological 
problem among the two races. 
Disturbed interpersonal relationships were found to be 
correlated with depression while the onset of schizophrenia 
was related to high expressed emotion (Rotter, 1981). Events 
that are beyond the control of an individual may be related 
to the development of schizophrenia (Dohrenwend and Agri, 
1981). 
Finally, normal children seem to react differently, following 
stressful life events. Shyness was found to be related to 
bereavement, while separation or divorce was correlated with 
aggressive behaviour (Rottor at a1,1981). 
Research in stress and cancer has, also, supported a possible 
link between certain events and cancer. A century ago Walsh 
suggested that certain professions, bar, medicine and 
dentistry, which were associated with more emotional strain 
may contribute to the development of cancer (Peteet, 1986). 
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The link between early family attitudes and cancer is 
recently under investigation in ongoing study of large 
European sample of cancer patients and matched controls. 
Preliminary results, based on an open question on individual 
attitude toward their home and family of childhood, indicated 
that only a tenth of the patients thought that their 
relationships with their family were positive compared to one 
third of the control. Negative attitude, on the other hand, 
was reported by half of the patients and only one fifth of 
the control. Cancer patients, -especially female, have 
experienced more parental deprivation. Among males the total 
number of losses and separations was 29.7 percent in the 
patient group and 18.8 percent in the control group. Death 
of the father or growing up fatherless was reported by 18.1 
percent of the former and by 13.2 percent of the latter 
(P<0.05). Death of the mother was reported by 11.5 percent 
of the patients and 5.6 percent of the controls (P<0.05). 
Female patients show higher percentage of losses than male 
patients. Among females, 18.8 percent of patients and 8.5 
percent of the control have lost their fathers (P<0.01). 
Significant differences were also found regarding early 
maternal death. 11.9 percent of female patients compared to 
only 4.1 percent of the control has reported this event. The 
total number of maternal and parental losses was 40.0 percent 
for the female patients compared with 16.2 percent for the 
control (P<0.01). A similar finding was reported in previous 
prospective study, indicating that patients' attitudes toward 
their families were not merely a reflection of their 
psychological status under the influence of illness 
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(Baltrusch and waltz, 1986). In another study, the 
development of cancer in women was found to be related to 
major difficulties in identification with the female role 
(Kaplan and Criqui, 1985). 
Although there is a premature indication of the possible link 
between specific stressful life events and specific illness, 
one may have a rational reason for being cautious about such 
an assumption. There seems to be a need for more research, 
improved methods and a great deal of work to answer the 
question; is there a link between specific stressful events 
and specific illness? This chapter examines such a 
possibility. 
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&ummarv of research findings on the relationships between specific 
stressful events (or specific type of stressful life events) and 
and specific illness 
Study (reference) Specific stressful specific illness 
life event 
Packel at a1,1969 Exits 
Wilson-Barnett, 1979 Bereavement 
Wilson-Barnett, 1979 Divorce 
Everly and 
Rosenfeld, 1981 
A- sustained activ- 
ation and feeling 
of being deprived 
Everly and 
Rasenfeld, 1981 
Finlay-Jones and 
Brown, 1981 
Linn, Linn and 
Jensen, 1983 
B- anger and 
resentment 
A- danger 
B- loss 
Serious family 
illness or death 
Depression 
Nausea, shortness of 
breath and choking 
Heart problem 
A- the duodenal ulcer 
B- ulceration of the 
bowel 
A- anxiety 
B- depression 
Depression 
Last, Barlow and Bereavement, illness Agoraphobia 
O'Brien, 1984 or disturbed family 
relationship 
Stewart and Salt, 
1981 
Kashani, Hodges, 
Simonds and 
Hilderbrand, 1981 
Laufen, Gallop and 
Prey-Wouters, 1984 
A- work stress A- physical illness 
B- family stress B- depression 
Relationships, sus- Psychiatric problem 
pension from school, 
changing school, arg- 
uments with parents. 
A- exposure to 
violence 
A- psychological problem 
in white subject 
s- participation 
in violence 
B- psychological problem 
in black subject 
Linn, Linn and Psychological state Infection, cancer 
Jensen, 1984 
Dohrenwend and Egri, Uncontrollable Schizophrenia 
1981 events 
Rotter, 1981 Disturbed personal Depression 
relationships 
Rotter, 1981 A -. bereavement A- shyness 
B- separation or B- aggressive behaviour 
divorce (children) 
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3.3 RESULTS 
In this section a factor analysis of LRE and then an 
examination of a possible link between specific events and 
specific illness is dealt with. Pirat the factor analysis of 
LRE as indicated in Aim 2 which involves, as mentioned in 
Chapter 2, factoring the LRE in order to find out whether the 
scale can be divided into sub-scales of specific Life Events. 
Using factor analysis in order to create sub-scales of LRE, 
despite the fact that the scale has been categorized already 
(Henderson at al, 1981), was thought to be necessary so one 
can be sure that items that fall into a given category are 
likely to occur together. Previous categorizations of Life 
Events do not necessarily mean that items in each category 
are correlated, but rather, "that the conceptual boundaries 
provided by the categories are more meaningful" (Tausig, 
1982 p. 58). The factor analysis of LRE using the oblimin method 
is to follow. 
5.3.1 1- The factor analysis of the LRE 
5.3.1.1. A- The British students 
The factor analysis results revealed the following factors 
(The analysis of all items can be found in Appendix K) 
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Factor I (Work stress) Eigenvaluo 4.39. 
Accounted for 9.8% 
Item 
35 There were arguments or trouble with people 
at work or other difficulties. 0.80 
34 You were required to do very tedious work 
over a long period. 0.72 
32 You were unemployed or seeking work. 0.51 
33 You were sacked or laid off. 0.42 
31 You failed an important examination. 0.41 
Factor 2 (Loss) Eigenvalue 2.02. 
Accounted for 4.5% 
Item 
7 Your mother died. 0.80 
37 You had a major financial crisis. 0.47 
24 You moved house (this town). 0.46 
20 You were separated from someone close to you. 0.41 
Factor3 (Disappointment) Eisenvalue 1.98 
Accounted for 4.4% 
Item 
27 You changed to different course or school. 0.71 
17 You had sexual difficulties. 0.82 
45 Disappointments. 0.40 
Factor 4 (Emotional Difficulties) Eigenvalue 1.40 
Accounted for 3.1% 
Item 
16 You ended an engagement. 0.71 
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36 You have had continuous financial worry. 0.46 
40 You became much better off. 0.41 
Factor5 (Uncontrollable events) Eigenvalue 1.38 
Accounted for 3.1% 
Item 
I You have had a serious accident. 0.31 
19 Your parents were divorced. 0.70 
5 You were personally involved in a natural 
disaster. 0.51 
Factor 6 (Changes in relationship) Eigenvalue 1.27 
Accounted for 2.8% 
Item 
9 You became engaged or started a new relationship. 0.81 
18 You broke off a steady relationship. 0.61 
25 New person came to live in your household. 0.50 
Factor 7 (Parent problems) Eigenvalue 1.24 
Accounted for 2.8% 
Item 
13 There were increasing serious arguments with 
someone who lives at home. 0.77 
12 There were increasing serious arguments between 
your parents. 0.66 
10 Your parents got together again after separation 
due to marital difficulties. 0.45 
Correlations among the seven factors are given in Table b. t. 
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Table 5.1: Intercorrelation among factors identified by the 
factor analysis Procedure-for the British students 
234 5 6 7 
1 0.05 0.10 0.09 0.06 0.10 0.03 
2 0.08 0.06 0.06 0.13 0.01 
3 0.06 -0.01 0.09 0.09 
4 0.05 0.06 0.04 
5 0.02 0.06 
6 0.08 
The items included in each factor may not be similar enough 
to constitute a meaningful category. But since the scale 
measures Life Events rather than a certain trait or 
construct, in which one would expect the items to be centred 
around that trait or construct, it is not surprising to find 
an item about work, related to items on school affairs (as 
found in factor 1). However, since more items in factor I 
were about work difficulties it was called "work stress". 
Factor 2 was named "Loss", for it contains losing mother, 
separation from someone close and moving house. 
Factor 3 was called "disappointment". Factor 4 is hard to 
name. It has a high-loading item "you ended an engagement" 
and two items with moderate loading about financial 
situations. one of these items indicate financial 
improvement. However, it was called "emotional and financial 
difficulties". items-in factor 8 have one thing in common 
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namely, little can be done about them, and it was 
therefore, named "uncontrollable events". Factor 6 contains 
items on relationships and was called "change in 
relationships". Factor 7 was called "parents problem". 
5.3.1.2 8- The Saudi students 
The following 10 factors were identified for the Saudi 
students. (The analysis of all items can be found in 
Appendix N). 
Factor 
-1 
(Disappointment) Eigenvalue 4.80 
Accounted for 9.6% 
Item 
49 Disappointment. 0.70 
50 Continuous worry or stress. 0.52 
20 You started a new relationship. 0.45 
19 Serious problems with a close friend, relative 
or neighbour not living at home. 0.37 
17 Increasing seriou s argument with your husband 
or wife. 0.34 
Factor--2 (Marital difficulties) Bigenvalue 3.4 
Accounted for 6.8% 
Item 
15 There was marked improvement 
with husband/wife. 
14 You get together again after 
marital difficulties. 
21 Your husband or wife started 
13 You were married. 
28 You were separated from husb 
in your relationship 
0.82 
separation due to 
0.77 
a new relationship. 0.71 
0.56 
and or wife. 0.51 
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Pactor 3 (family stress) Eigenvalue 2.21 
Accounted for 4.4% 
Item 
23 The behaviour of your spouse has been a problem 
to you. 0.75 
5 You had a child with a long and serious illness. 0.73 
24 The behaviour of your children has been a 
problem to you. 0.37 
Factor 
-4 
(Illness and accident) Eigenvalue 1.89 
Accounted for 3.8% 
Item 
3 Sudden serious illness or injury of someone 
close to you. 0.71 
11 Death of family member/friend. 0.65 
1 You had a serious accident. 0.46 
2 You had a serious illness or injury. 0.46 
6 You had a parent with a long and serious 
illness. 0.32 
Factor 5 (Legal problems)- Bigenvalue 1.70 
Accounted for 3.4% 
Item 
47 You had a problem with police leading to a court 
appearance. 0.75 
"46 You had minor difficulties with the police. 0.75 
48 You had a prison sentence. 0.47 
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a 
Factor 6 (Financial problems) Eigenvalue 1.64 
Accounted for 3.3% 
Item 
42 You had a major financial crisis. 0.70 
43 You had minor financial problems. 0.69 
27 You broke off a steady relationship. 0.44 
Factor 7 (School pay off) Eigenvalue 1.52 
Accounted for 3.1% 
Item 
38 You completed a course or school. 0.76 
39 You were studying for examinations. 0.76 
45 You became much better off financially. 0.39 
Factor 8 (Growing up problems) Eigenvalua 1.46 
Accounted for 2.9% 
Item 
22 The behaviour of one of your parents has boon a 
problem to you. 0.75 
18 Serious argument with someone lives at home. 0.49 
41 You have had continuous financial worry. 0.44 
7 You had a minor illness or injury. 0.41 
26 You had sexual difficulties. 0.39 
Factor 9 (Failure) EiAenvalue 1.31 
Accounted for 2.6% 
Item 
36 You changed to a different school or course. 0.77 
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40 You failed an important examination. 0.54 
37 You dropped out of a course or school. 0.41 
Factor 10 (Uncertainty EiAenvalue 1.26 
Accounted for 2.5%. 
Item 
35 You started a new course or school. 0.73 
16 There was improvement in the way you get 
on with someone. 0.52 
8 You were personally involved in a natural 
disaster. 0.42 
44 Something you valued had been stolen or lost. 0.41 
Correlations among the 10 factors are given in Table 5.2. 
Table 5.2: Intercorrelation among factors identified by the 
factor analysis procedures for the Saudi students 
234 5 6 7 8 9 10 
1 0.05 0.02 0.04 , 0.10 0.09 
0.06 0.13 0.06 0.11 
2 0.11 -0.07 0.05 -0.06 0.12 0.05 0.01 0.02 
3 0.03 0.05 -0.03 -0.00 0.02 0.01 0.00 
4 0.11 0.09 0.02 0.11 0.03 0.14 
5 0.13 0.08 0.17 0.10 0.10 
6 0.07 0.16 0.11 0.07 
7 0.07 0.09 0.04 
8 0.13 0.12 
9 0.07 
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Pactor I was not very clear. The first two items with the 
highest loading were Disappointment and continuous worry. 
Continuous worry as explained to the respondent in the scale 
refers to major trouble or worry which the student had to 
bear for some months or more. The remaining three items, 
with relatively low loading, were about starting a new 
relationship and being somewhat disappointed with old ones. 
Taking these items altogether it seemed that "disappointment" 
Is the most suitable name. 
Factor 2 was very clear and was called "marital 
difficulties". Factor 3 was also straightforward and was 
named "family stress". Factor 4 was all about illness and 
accident and was named "illness and accident". Factor 5 was 
very clear and was called "legal problems, #. Factor 6 was 
called "financial problems". Factor 7 and factor 9 were 
about studying and school, but the former was about studying 
and achieving, what the student was studying for, and 
becoming much better off financially and was, therefore, 
called "school pay off"; on the other hand factor 9 was about 
not achieving what the student hoped for and was called 
"failure". 
Factor 8 was mainly about problems associated with getting 
older and becoming adult, such as conflict with parents and 
financial difficulties and was called "growing-up problems". 
Items in factor 10 were difficult to fit into one category. 
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They were a combination of involvement in new experiences and 
being caught in something one may not be able to control and 
was, accordingly, called "uncertainty" 
In all, seven factors were identified for the British 
students and 10 factors for the Saudi students. Differences 
in the number and contents of items for each group certainly 
explain partially why factors identified for each group were 
not very similar. This dissimilarity may also indicate that 
the two groups organise their Life Events differently. The 
consequence of events is influenced by the individual 
characteristics and the environment in which these qualities 
materialize. The two factors are inseparable. One would 
expect then, that the same event may lead the Saudi student 
to do certain things and may lead the British student to do 
something else. 
For both groups the loading for all items was above 0.3, the 
number of items in each factor was acceptable, and the 
correlations between the factors were low, encouraging the 
use of these factors as sub-scales for Life Events. 
Now that new sub-scales of LRE are created the question 
becomes; would certain types of Life Events, as grouped by 
these factors, correlate with certain types of illness? 
From now on, each factor is treated as certain type of events 
and each section of Health excluding H (General Health) is 
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treated as certain types of illness. Accordingly, Hypothesis 
13; there are significant associations between specific Life 
Events and specific illness, which was divided into a number 
of hypotheses proposing a link between certain type of events 
and certain type of illness. They were all related to 
previous findings discussed in the general introduction of 
this chapter, but they lack strong theoretical background due 
to the scarcity of research in this area. However, the 
analysis was not limited by previous findings. The 
relationships between all factors and all Health sections 
were examined. Significant correlations not related to the 
proposed hypotheses were presented as additional findings. 
The proposed hypotheses were: 
Hypothesis 13A: Subjects' scores in depression vary 
according to their scores in one or more of 
the following types --of events; 
I- Loss. 
2- Emotional and financial difficulties. 
3- Changes in relationships. 
Hypothesis 138: Subjects' scores in the psychological 
sections vary according to their scores in 
(1 ) parent problems-and (2)--changes inn 
relationships. 
Hypothesis 13C: Subjects' scores in the physical sections of 
Health vary according to their scores 
in work stress 
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Hypothesis 13D: Subjects' scores in sensitivity would vary 
according to their scores in loss. 
The above hypotheses were based, as has been mentioned 
already, on previous studies found in the related literature. 
However, Pearson Correlations were computed on all factors 
with all sections of Health for both samples. Results 
related to these hypotheses and significant results not 
related to these hypotheses are reported in the remaining 
pages of this chapter. 
Analysis of the British students' data are presented first, 
followed by that of the Saudis. 
5.3.2 2- The relationships between soecifie events and saecific 
illness 
5.3.2.1. A- The British students 
The intercorrelation between the factors (sub-scales) of Life 
Events for the British students were shown in Table 5.1 
above. The mean scores for these factors are presented in 
Table 5.3. 
Table 5.3: Mean scores for Life Events sub scales for the 
British students 
Variable Mean S. O. 
F1 1.386 1.328 
P2 0.636 0.789 
P3 0.950 0.908 
P4 0.436 0.691 
P5 0.207 0.487 
P6 1.064 1.012 
P7 0.643 0.840 
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Pearson Correlations results for F1, P2, P3, P4, F5, F6 and 
P7 and the whole LRE with H. HB1 HC, HH, HN, HO and HP are 
reported in Table 5.4. 
Results reject Hypotheses 13. A. 1 and 13. A. 3. Neither loss 
nor changes in relationship was correlated with depression 
(see Table 5.4) Hypothesis 13. A. 2 was accepted. Results show 
a significant correlation between Emotional and financial 
difficulties and depression (ra0.180, P=0.016). 
Hypothesis 13. B. 1 was accepted. A significant but negative 
correlation was found between parents' problems and anxiety 
(r=-0.158, P=0.03); those who reported high incidents of 
increasingly serious arguments with parents were not found to 
be anxious individuals. 
Hypothesis 13.8.2 was rejected. Changes in relationships were 
not related to any of the psychological sections of Health. 
Hypothesis 13. C was accepted. Work stress was significantly 
correlated with two sections of the physical part of CMI; HB 
(r-0.327, P: 0.000) and HC (0.235, P-0.003). More Respiratory 
and Cardiovascular symptoms were reported by students who had 
experienced work-related problems. 
Hypothesis 13. D was accepted. Results indicate that 
sensitivity is significantly related to loss (r*0.183, 
P=0.015). 
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Additional finding 
Inspection of Table 5.4 reveals that factor 4 (Emotional and 
financial difficulties) was the strongest indicator of 
Health. Factor 4 consists of three items; ending an 
engagement, continuous financial worry, and becoming better 
off. This factor was not only correlated significantly with 
all sections of Health but also produced higher correlation 
coefficients on general health, HH, HN, HO and HP than the 
whole LRE. Its correlation with anxiety (r=0.356, P=0.000) 
was the highest coefficient achieved among all the remaining 
coefficients reported in Table 5.4. Disappointment seems 
also to be associated with more than one section of Health 
but was more relevant to the physical section than to the 
psychological ones. On the other hand, Respiratory system, 
Cardiovascular system and Anxiety were, unlike the remaining 
sections, correlated to many types of Life gvents. The 
relationships between respiratory problems and Life Events 
found in the present study, confirm findings in a sizeable 
number of studies in which Respiratory system was reported to 
be linked to Life Events (Jemmott and Locke, 1984) 
Respiratory and Cardiovascular systems (physical sections) 
and Anxiety (psychological section) seem to be the initial 
physical and the initial psychological reactions to stress as 
Indicated by their correlations with more factors compared to 
other sections of Health. It may be that these three 
sections are vulnerable to any kind of stress, or that they 
operate as stress buffers or both. 
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If so, how one can justify the proposed hypotheses that link 
certain events with certain illness? A possible explanation 
is that specific link between events and illnesses succeed 
the initial effect of. stress on Respiratory and 
Cardiovascular problems and anxiety if it increased or lasted 
for a long time. 
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3.3.2.2 B- The Saudi students 
Intercorrelation between the sub-acalo can be found in Table 
5.4 above. The mean scores for sub-scales examined here are 
presented in Table 5.5. 
Table 5.5: Kean scores for Life Events sub-scales for the 
Saudi students 
Variable Mean S. D. 
F1 2.338 1.274 
P2 0.128 0.520 
P3 0.038 0.254 
F4 1.662 1.257 
P5 0.255 0.592 
F6 0.814 0.872 
F7, 1.572 1.096 
F8, 1.303 1.207 
F9 0.883 0.908 
P10 1.166 1.036 
Procedures taken here are identical to those followed with 
the British students. However, since more factors were 
identified for the Saudi students than for the British 
students, and since the names of the factors are not the same 
for the two samples, new sub-scales were added, a new 
hypothesis was proposed and two hypotheses (13. C and 13. D) 
Were omitted. 
The modified and the new hypotheses reads 
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Hypothesis 13. ß. A; Subjects' scores in depression vary 
according to their scores in one or more of 
the following types of events= 
I- Illness and accidents 
2- Marital difficulties 
3- Family stress. 
Hypothesis 14. B. ß: Subjects' scores in the psycholorical 
sections of Health vary according to 
their scores in 1.2 or both, 
I- Growing-up problems 
2- Failure (school). 
The newly-proposed hypothesis reads: 
Hypothesis 13. ß. C; Subjects' snores in anger vary according 
to their scores in marital difficulties. 
Pearson Correlation results are shown in Table 5.6 and Table 
5.7. 
As can be seen in Table 5.6 results reject Hypothesis 
13. B. A. 1. No significant relationships were found between 
Illness and accident and depression. 
Hypothesis 13. B. A. 2 was also rejected. The correlation 
between marital difficulties and depression was not 
significant. 
Hypothesis 13. ß. A. 3, on the other hand, was supported by the 
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results. Family stress was significantly related to 
depression (r=0.125, P=0.016). 
Hypothesis 13. B. B. 1 was accepted. Growing up problem was 
correlated with psychological sections (r=0.255, P=0.000, 
TsO. 262, P=O. 000, rO., 220, PuO. 000, r=0.245, Pa0.000 and 
r=0.193, P=0.000) for HM, HN, HP, HQ and HR respectively. 
Hypothesis 13. B. ß. 2 was also confirmed. Failure was 
significantly correlated with sensitivity (r=0.104, P=0.038) 
and anger (r=0.142, P=0.008). 
Hypothesis 13. ß. C. was rejected. Marital difficulties was not 
correlated with anger. 
Growing-up problems sub-scale (see Table 5.6 and Table 5.7) 
correlations with the Saudi students' Health were similar to 
that of Emotional and financial difficulties with the British 
students. Among the 10 factors used for the Saudi students, 
Growing-up problems was the strongest indicator of Health. 
It correlates significantly with all Health sections and 
overrides the coefficients size of LRE on depression, 
(r=0.262) against (r=0.190) for LRE and on tension, (r=0.193) 
compared to (r=0.178) for LRE. Items in Growing-up problems 
and Emotional and financial difficulties are somewhat 
similar. They both include "you have had continuous 
financial worry" and share items about unsatisfactory social 
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relationships. Ending an engagement for the British 
students, and complaints about the behaviour of parents and 
arguments with some lives at home for the Saudi students. A 
combination of financial and social relationships problems 
seem to be a reasonable symbolizer of the British and the 
Saudi students' Health. The same observation is also true 
for disappointment. It was the second most strongest 
indicator of the Saudi and the British, although not as 
strong as with Saudi Health. 
Financial problems; another factor mainly related to finance, 
identified for the Saudi students was also correlated with 
nine sections of their Health. 
Illness and accident sub-scales which failed to correlate 
with depression in Hypothesis 13. ß. A was found, not 
surprisingly, correlated with all physical sections of Health 
and also significantly correlated with Sensitivity, Anger and 
Tension. Legal problems and Uncertainty sub-scales were also 
significantly associated with many sections of the Saudi 
Health. In fact, for the Saudi there were many significant 
but mainly low correlations between sub-scales and sections 
of Health. Further consideration will be given to those 
correlations in the discussion section. 
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Table 5.7: Correlations between F1. P2. P3. P4. P5. F6. F7. F8. P9. 
P lO and LRE with HM. HN. HP. HQ. and HR (Psy chological 
S ections) for the Saudi Students 
HN HN HP HQ HR 
P1 
Disappoint- 0.2374 0.2391 0.2438 0.2385 0.1917 
ment P=0.000 P=0.000 P=0.000 P=0.000 P=0.000 
F2 
Marital dif- -0.0166 -0.0197 0.0023 0.0924 0.0084 
ficulties P. 0.389 P. 0.369 P=0.485 P. 0.058 P=0.443 
F3 
Family 0.0638 0.1255 0.0445 0.0799 0.0890 
stress P. 0.140 P=0.016 P=0.226 P=0.087 P. 0.065 
P4 
Illness and 0.0539 0.0952 0.1107 0. *1568 0.1545 
accident P=0.180 P. 0.053 P 0.030 P=0.004 P. 0.004 
P5 
Legal 0.0697 0.1118 0.0927 0.1324 0.1331 
problems P=0.118 P=0.029 P=0.058 P=0.012 P=0.012 
P6 
Financial 0.1741 0.1558 0.1414 0.1312 0.0453 
problems P=0.001 P=0.004 P=0.008 P=0.013 P=0.221 
P7 
School 0.1086 0.0077 0.0494 0.0406 0.0560 
pay off P=0.032 P. 0.448 P=0.202 P=0.245 P=0.171 
P8 
Growing-up 0.2558 0.2624 0.2208 0.2457 0.1937 
problems P=0.000 P=0.000 P=0.000 P=0.000 P=0.000 
P9 
Failure 0.0765 0.0371 0.1045 0.1420 0.0845 
P=0.097 P=0.265 P=0.038 P. 0.008 P=0.076 
Flo 
Uncertainty 0.1658 0.0852 0.1160 0.0816 0.1274 
pay off P=0.002 P. 0.074 P=0.025 P=0.083 P=0.015 
All items 0.256 0.190 0.227 0.264 0.178 
Ps0.000 P. 0.002 P=0.000 P"0.000 P=0.004 
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5.4 SUMMARY OF RESULTS 
5.4.1 A- The British students 
Hypothesis 13. A: Subjects' scores in depression vary 
according to their scores in one or more of 
the following of the followinE tvices of. 
ev, _ . 
I- Loss 
2- Emotional and financial difficulties 
3- Changes in relationships. 
Status of Hypothesis 13. A 
I rejected 
2 rejected 
3 rejected 
Hypothesis 13. B: Subjects' scores in the osvcholozical sect 
of Health vary accordin, E to their scores i: 
I- Parent problem 
2- Changes in relationships. 
Status of Hycothesis 13. B! 
1 accepted 
2 rejected 
Hypothesis 13. C: Subjects' &cores_in the ohvsiaal sections-of. 
Healt vary according to their scores in 
fork stress. 
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Hypothesis 13. D: Subjects' scores in Sensitivi ty vary 
according to the ir scores in Loss. 
Status of Hypothesis 13. C and Hypothesis 13. D 
13. C Accepted 
13. D Accepted 
5.4.2 B- The 
Hypothesis 13. ß. A: Subjects' scores depression vary 
according to their scores in one or more 
of the following types of events. 
I- Illness and accidents 
2- Marital difficulties 
3- Family stress 
Status of Hypothesis 13. B-A-1 
rejected 
2 rejected 
3 accepted 
Hypothesis 13. B. ß: Bubjects' scores in the psycholo igcal 
sections of Health vary according to 
their scores ill-1 or 2. 
I- Growing up problems 
2- Failure (school). 
Status of Hypothesis 13.8.8: 
I accepted 
2 accepted 
Hypothesis 13. ß. C: Subjects' scores-In-anger vary 
according to their scores in marital 
difficulties. 
Status of Hypothesis 13. B-C! accepted 
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5.5 DISCUSSION 
It has been shown that the results of the present study 
support in part the proposed hypotheses drawn from the 
related literature discussed in the introduction to this 
chapter. 
The correlations obtained between types of events and types 
of illness for both the British and Saudi students are, in 
general terms, too many and not too strong. To reduce the 
the number of correlations so the picture may become clearer 
as to what is related to what and to eliminate the possible 
effect of the correlation between the independent variables 
on their link to the dependent variables, a series of partial 
correlations were computed for all significant relationships 
reported in the previous sections. In each partial 
correlation all other independent variables were controlled 
for; six for the British and nine for the Saudi (see Tables 
5.8 and 5.9). 
The number of correlations for the British students was 
reduced from 15 to only seven, and that of the Saudi students 
from 70 to only 22. 
For the British students' Emotional and Financial 
difficulties size of correlation with anxiety and depression 
was only slightly reduced following the control for all the 
other factors.. Nowever, its correlation with anxiety was the 
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highest among all the remaining correlations, followed by 
that of work stress and respiratory system (r=0.32 and 0.24 
respectively). In both cases, positive correlations were 
obtained. Those who reported higher work stress reported 
higher respiratory problems and those with high emotional and 
financial difficulties were more anxious. The third highest 
correlation was found between problems with parents and 
anxiety (rs0.21), but unlike the other correlations, they 
were negatively correlated. Problem with parents items were 
about problems between the students and their parents, 
problems between parents themselves, and the last item was 
about the parents getting together again after separation. 
There are two possible explanations for a negative 
correlation between this scale and anxiety. Arguing with 
parents may have provided the students with an opportunity to 
express his/her feeling and release his/her tension and in 
return feel less anxious, or it could be that having his/her 
parents together again reduced his/her anxiety level. 
For the Saudi students, the highest correlations were between 
Family stress and frequency of illness (0.34), Growing-up 
problems and fatigability (0.21), and Growing-up problems and 
depression (0.18). They were all positive correlations. 
In general, the highest correlation for the British students 
was between Emotional and financial difficulties and anxiety 
(r-0.320, P=0.000), while that of the Saudi was between 
family stress and frequency of illness (r=0.34, P=0.000). 
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It is possible, however, that the Saudi students confused 
physical problems with psychological problems, since their 
highest correlation was for the frequency of illness. 
Frequency of illness is unspecified and could mean anything. 
However, for both groups, depression seems to be correlated 
with two similar types of events. The common denominator 
between these two types of events was financial problem. 
They also contain items on personal relationships, offering 
some support for Rotter's (1981) finding in which significant 
relationships between disturbed interpersonal relationships 
and depression were found. 
As has already been mentioned, factor 4 (Emotional and 
financial difficulties) for the British students, and factor 
8 (Growing-up problems) for the Saudi students seem to be 
very important aspects of their lives. But one should not be 
surprised, since these two factors involve social 
relationships and financial problems; crucial factors in 
students' lives. These findings are consistent with 
Williams at al (1981), who noted that the explanatory power 
of such events in health overrides that of other events 
usually seen as major stressors. 
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sub-scales-in-each correlation for the British 
stu.. dents 
F1 F2 P3 F4 P5 P6 P7 
H 0.0997 0.0741 0.1115 0.2161 0.0732 0.0201 -0.0402 ( 132) ( 132) ( 132) ( 132) C 132) C 132) ( 132) 
P=0.126 P=0.197 P=0.100 P=0.006 P=0.200 P-0.409 P=0.323 
HB 0.2422 -0.0020 0.1573 0.1415 0.0947 0.0085 0.0502 
( 132) ( 132) ( 132) ( 132) ( 132) C 132) ( 132) 
P=0.002 P=0.491 P=0.035 P=0.051 P=0.138 P=0.461 P. 0.282 
HC 0.1644 0.0278 0.1560 0.0700 -0.0614 0.0074 0.0531 
( 132) ( 132) ( 132) < 132) ( 132) C 132) ( 132) 
P=0.029 P=0.375 P=0.036 P=0.211 P=0.241 P=0.466 P=0.271 
HH 0.0438 0.1168 0.0338 0.0717 0.0874 0.0428 -0.0253 
( 132) ( 132) C 132) C 132) C 132) C 132) ( 132) 
P=0.308 P=0.089 P=0.349 P=0.205 P=0.158 Pm0.312 P=0.386 
HN 0.0748 0.0328 0.0537 0.1471 0.0002 -0.0427 -0.1167 
( 132) C 132) ( 132) ( 132) ( 132) ( 132) ( 132) 
P=0.195 P=0.353 P=0.269 P=0.045 P=0.499 P-0.312 P=0.090. 
HO 0.0497 0.0506 0.0858 0.3208 -0.0859 0.0232 -0.2188 ( 132) C 132) ( 132) C 132) ( 132) ( 132) ( 132) 
P=0.284 P=0.281 P=0.162 P=0.000 P=0.162 P=0.395 P=0.006 
HP 0.0318 0.1251 0.0150 0.1384 0.0111 -0.0408 0.0015 C 132) C 132) C 132) ( 132) ( 132) ( 132) C 132) 
P=0.357 P=0.075 P=0.432 P=0.055 P=0.449 P=0.320 P=0.493 
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Why are certain types of event associated with certain types 
of illness? To start with, it must be stated that one is 
dealing with retrospective data, and since studies in the 
specifications of events and illnesses are rare it is almost 
impossible to be sure as to whether these certain events 
cause a certain type of illness or whether they are caused by 
it. One thing is certain, however, and that is the 
occurrence of the two at the same time is a remote 
possibility. 
Leaving the causality problem aside, the available 
theoretical and empirical (especially longitudinal research) 
literature indicates that stress (in general) causes or at 
least correlates with illness. However, as has been 
suggested already, stress can create certain psychological 
moods which, if not intervened with at some stage, lead to 
biochemical changes suspected of causing illness. It is 
important to establish such knowledge to enable one to 
discuss the specifications of stress and illness in a 
definable context. However, speculating about the link 
between specific events and specific Illness could still be 
ahead of its time. Before such a link is established, the 
following hypotheses have to be proven. Changes in the 
Central Nervous System and/or the Immune System succeed 
stress, and that these changes are not always the same. If 
they are not the same, then their variation must be related 
to variations in the stressors. If their variation depends 
on variations of stressors, then the stressor must be 
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classified according to their perceived moaning. So one 
could say that these types of events, for instance, produce 
anger, while other events cause desperation, and so on. The 
link between certain events and certain illnesses can be 
possible only if the above scenario is proven. This 
hypothetical connection is summarized below: 
Step 
I 
2 
3 
4 
Certain events 
Certain Emotional State 
Changes in Immune System 
Certain illness 
loss 
work stress 
family stress 
and so on 
-anger 
desperation (reactive) 
hopelessness 
and so on 
natural killer cell activity 
C white blood cell counts 
catecholamine 
heart trouble 
digestive trouble 
respiratory trouble 
and so on 
Before attempting to survey the available research supporting 
these suggestions, it is worth noting that subjective 
estimates may not fit into the above hypothetical statements, 
for rating the events depends to a large extant on the 
context in which the events occur and that would lead to 
having the same rating for different events, making the 
rating itself meaningless. It is, therefore, appropriate to 
concentrate on certain events rather than their rating. 
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However, there is some evidence to support this model, for 
instance, the relationships between certain events and 
certain psychological states is a well-established fact for 
pleasant events as opposed to unpleasant ones, but as to 
differences in emotions generated by each category, the 
evidence is not easily demonstrated. 
The work of Seligman (1975) indicates that experiencing 
uncontrollable events leads to a feeling of helplessness, and 
later Brown and Harris (1978) found that the loss of a loved 
one, especially the mother, is a major factor in the 
development of depression. These studies were meant to link 
helplessness and depression but they are mentioned here 
because, naturally, if they cause depression they are likely 
to cause less severe emotion such as uncertainty and 
desperation first. 
Rape victims were reported to suffer from a long-term effect 
of the crime following the immediate pain and threat caused 
by the event. These long-term effects of rape include, fear, 
anger, revenge and self-blame (Cox, 1985). Guilt feeling is 
known to be associated with war experiences, and may, persist 
for quite a long time. Soldiers, following the and of the 
war feel sorry for being alive while some of their close 
friends had been killed (Weisman, 1982). 
Free-floating hostility; a persistent hidden anger that can 
be activated by non-significant happenings may be caused by 
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troubled marital relationships, problems with superiors or 
peers on the job, or with offspring (Friedman and Ulmer, 
1985). Life Events that involve changes in living 
relationships or changing school may create feelings of 
confusion and uncertainty as one has to reorganize his/her 
life to adjust to the new situation. Other types of Life 
Events may lead to feelings of inferiority such as being in 
line for redundancy or having been denied something one 
deserves, despite all possible efforts to get it. 
It is likely then, that certain events generate certain types 
of emotion and this leads to the next proposition, and that 
is the possible link between these types of emotions and 
certain chemical changes. 
Not too long ago, some psychologists admitted to believing 
that the physiological reactions to a range of emotions, such 
as anger, fear and/or pain are basically the same (Davidoff, 
1980). Recent studies, however, dispute such claims. Ekman 
at al (1983) as reported previously found that negative 
emotion have different effects. Anger was associated with 
high heart rate and high skin temperature, while fear and 
sadness were related to high heart rate but low skin 
temperature. 
Another direct evidence has also been documented by 
researchers of stress and the immune system. The most 
striking finding and the one relevant to this chapter is the 
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suggestion that specific events affect specific parameters of 
immunologic functioning. Jemmott and Locke (1984) reported 
25 studies supporting the link between stress and specific 
aspect of the immune system. Some of these studies associate 
specific types of events to specific changes in the immune 
system (see Table 5.10). 
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However, studies given in Table 5.10 did not indicate how 
significant these changes in immunocompetence are and how 
these changes can be linked to illness or bodily changes. 
Nevertheless, damages to the immune system could leave the 
human body defenceless against outside invaders. 
The available evidence, although not very convincing, fits 
the scenario presented earlier. The strength of these 
suggestions lies in their tolerance to incorporate the 
psychological and physical factors as inseparable elements in 
the development of illnesses. Another feature is that, by 
introducing new variables,. it may improve their credibility 
rather than damage it. For instance, one could examine the 
influence of other psychosocial factors such as Social 
Support and/or Locus of Control on the relationships between 
psychological stress and the immune system or the effect of 
biological factors on the immune system's vulnerability to 
stress and still retain the essence of this logical and 
partially-supported scenario. 
In summary, the present study finding suggests a possible 
link between specific types of event and specific types of 
illness. The available literature points towards this 
direction. That is, evidence for such a relationship is 
growing rapidly, and can be found in both psychological and 
biochemical research simultaneously. 
Finally, at this stage, results reported in this chapter 
should be interpreted with caution. More studies are needed 
to enable one to compare findings, and so draw more definite 
conclusions. 
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6.1 INTRODUCTION 
This chapter involves the relationship between Identity and 
Health. Identity here refers to how the students think of 
themselves, used to think of themselves, think others think 
of them, think others used to think of them, would like to 
be, and think others want them to be. 
The chapter starts with a review of related literature 
followed by a discussion of a development of a relatively new 
scale to measure the Identity and the way in which the 
measure is scored. 
Analysis of data will then be presented for both the Saudi 
and the British students. 
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6.2 REVIEW OF LITERATURE 
6.2.1 Introduction 
There seems to be a lack of consensus among social 
psychologists on labelling: the qualities which make 
individuals simply different, terms like self, identity and 
personality were used in literature as a reference to the 
same thing, and clear distinctions between these terms are 
yet to be clarified (Breakwell, 1983). The confusion over 
the suitability of these terms is due, partly, to the nature 
of Self and its historical context. The term Self has been 
used in religion, philosophy, and science, but not 
necessarily to refer to what social scientists mean by Self 
today. However, in this study identity "is treated as a 
dynamic social product, residing in psychological processes, 
which cannot be understood except in relation to its social 
context and historical perspective,, (Breakwell, 1986, p. 9) 
Like a number of important topics in psychology, identity has 
its roots in philosophy. The recognition of an individual as 
an object of study occurred during the Renaissance, and Locke 
was the first of the post-Renaissance philosophers to 
introduce a systematic analysis of the nature of personal 
identity (Rosenberg and Gara, 1985). But it was William 
James writing about personal identity, in the nineteenth 
century, who introduced personal identity as a major topic 
into the mainstream of psychological-research (Pratkanis and 
Greenwald, 1985). Most researchers in the development of 
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identity field cannot afford to ignore James' thoughts in 
their reviews. 
But social psychologists' interest in Self was only 
temporary. Following the separation of psychology from 
philosophy, Self received considerable attention from 
researchers in the field. Such interest, however, declined 
when behaviourism began to attract many researchers. 
Nevertheless, Self in psychology is a very persistent topic, 
it disappears only to revive again throughout the history of 
psychology (Hales, 1985). 
Recently, interest in identity is growing in social 
psychology, and the emphasis on seeing identity as a 
comprehensive concept is evident. According to Edelmann 
(1987) "one's identity is a composite of all aspects of an 
individual which go toward creating our own view of ourselves 
as well as how we are viewed by an audience" (p. 20). 
Jacobson-Wadding (1983) supports the comprehensive view of 
personality and adds the dimension of time to it: "Identity 
is a totality of one's self-construal, in which how one 
construes oneself in present expresses the continuity between 
how one construes oneself as one was in the past and how one 
construes oneself as one aspires to be in the future" 
(p. 164). 
However, the usefulness of a given definition depends, to a 
certain extent, on how it couid.. facilitate empirical research 
in the defined topic. Taking this point of view into 
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consideration, it is, perhaps, necessary to add to these two 
definitions a clear indication of the dynamic nature of 
identity, for identity is a product of a moment-by-moment 
interaction between Self, others and situations. 
Having defined identity, one may ask how important is it in 
psychology? The recent trends of social psychology are, in 
general, pointing toward a major future role of Self in the 
field. Indeed, many of the middle-range theories in social 
psychology (for example, social comparison, equity theory, 
and social facilitation theory) have been readjusted to 
accommodate Self-esteem as an important factor, and how it 
could be enhanced or revived (Hales, 1985). Some theorists 
have also felt the need for including the Self phenomena in 
their theories, not because of any deficiency regarding their 
position, but to enable them to "reinterpret or interrogate 
the notion of Self within a broad Information-processing 
model" (Covington, 1985, p. 355). Self inclusion in social 
psychology was also vital In the area of experimental social 
psychology. Following some doubt on the validity of some of 
the experimental. research based on experimenters' 
manipulation of variables involved came, a new area of 
investigation; Self-Image management. "Self-image management 
or interpersonal process explanations were tested against 
extant 'mini' theories heretofore explained in terms of 
intrapsychic processes. Self-image management explanations 
assume ...... that experimental manipulations employed 
in 
social psychology research paradigms influence behaviour by 
affecting subjects' perception of social identity 
implications of the response options ..... intrapsychic 
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explanations suggest that these same experimental 
manipulations influence behaviour by affecting subjects' 
perceptions of the personal appropriateness or correctness of 
available responses options. Subjects respond to dependent 
measures in a way designed to achieve hypothetical Internal 
cognitive or motivational states - often defined in terms of 
equilibrium restoration" (Tetlock, quoted in Hales 1985, 
pp. 238-239). Self-reference is also important in clinical 
and other fields of psychology. 
6.2.2 Identity measurement 
One cannot develop a reliable and valid measure without a 
very clear idea about what is to be measured. The 
definitions of identity that were presented previously 
provide a general guide, but more classification is needed. 
Identity can be simplified through a close examination of its 
structure and contents. 
The structure of identity grows around the biological 
organism. It is a lifetime process which is created by the 
interaction between the biological organism and its social 
context, but with time it becomes a guide for euch 
interaction. The structure of identity has two planes: the 
content and value dimensions (Breakwell, 1986). 
According to Breakwell (1986), "The content dimension 
comprises the defining properties of the identity, the 
characteristics which the individual concerned considers 
actually to describe himself or herself and which, taken 
together as a syndrome, mark him or her as a unique person, 
different in psychological profile from all others,, (p. 12). 
- 279 - 
The content dimension includes: role, group memberships, 
values, motives, emotions, attitudes, causal schemata in 
attributional style, and personal constructs. Each character 
in the content dimension is bound to have a positive or 
negative value attached to it (Breakwell, 1985). 
The broad ground in which identity resides and grows, let 
alone the nature of identity itself which reduces the 
researcher's options to merely using on what the person 
under investigation reports on himself or herself (Burns, 
1979), represent a great challenge to researchers interested 
in developing sensible identity measure. 
However, most studies in the identity field have not managed 
to overcome such obstacles. Indeed, some researchers 
attribute the apparent lack of consistent findings in Self- 
concept research, to the poor-quality instruments used iri 
most of the available studies in this area (Marsh and Parker, 
1984). 
6.2.3 Instruments used to measure Identity 
Burns (1979) reviewed 39 instruments that have been employed 
in Self-concept studies during the last decade. Table 6.1 
overleaf presents a brief description of some of these 
measures and some of the new ones. 
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Most of Self-concept measures fall into six categories: 
1) Rating Scale 
2) The Checklist scales 
3) Q sorts 
4) Pree response methods 
5) Projective techniques 
6) interviews. 
Among these, self rating scales are the most used method. The 
reliability of these scales is usually above 0.70, but it was 
not always reported (Burns, 1979). 
Although there are quite a lot of them, old identity measures 
have not, in general, been able to grasp the essence of what 
they are supposed to measure. They have been fairly 
criticized for their failure to be more than self-evaluation 
or self-esteem orientated scales (McGuire and Padawer; 
Singer 1986). The new measures, however, are encouraging in 
the sense that they are more likely to cover a wide aspect of 
identity. Scales 8 and 9 in the above table are an example 
of this new trend. And it seems that most of the recent 
scales are moving toward the use of a multi-dimensional 
scaling (Breakwell, 1986). 
6.2.4 Cross-cultural studies in identity 
Cross-cultural studies are, in all areas of psychology, of 
great importance to psychologists, but cross-cultural 
research in identity is perhaps, the most relevant, for 
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culture is a major factor in the identity process. 
Ideally, one would hope to review those studies of identity 
where subjects used are British and/or Saudi in order to 
compare their findings with this present study's findings. 
Unfortunately, studies of this sort have not been found for 
the Saudi, but there are a handful of studies involving 
British subjects. Among these, two studies are of particular 
interest here, for both, like the present study, are based on 
data collected from students from different cultures. 
Students used in these two studies are younger (adolescent) 
than those in the present study. 
The first study set out to compare Self-concept of English 
and Nigerian adolescents. Subjects used were 314 white 
English and 372 Yoruba Nigerian adolescents. Ages ranged 
between 14.9 and 10.7 years. The Semantic differential test 
was used to measure the two samples' Self-Concept. 
The scale consists of six Self-Concept areas; physical 
self-concept, character self-concept, emotional self-concept, 
family self-concept, academic self-concept, and peer/social 
self-concept. Each self-concept area was measured by four 
bipolar items (Tall... Short). British adolescents were found 
to have more positive self-concept in most of the scales than 
the Nigerian.. . Nigerians, however, showed more positive self- 
concept on the "religious.... non-religious" scale, and two of 
the family self-concept scales (being one of many children, 
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and want to marry) and obtained a higher mean on (shy ... not 
shy) scale. Nigerian boys, however, were found to have more 
positive self-concept than Nigerian girls to six areas: 
physical, character, emotional, family, academic and 
peer/social self-concepts. Nigeria is one of the third-world 
countries where the status of women is lower than the status 
of women in developed nations (Olowu, 1983; 1985). 
The second study examined the self-image disparity in 
British, British Cypriot and Greek Cypriot, providing an 
opportunity for assessing the interaction between two 
different culture in the development of the relationships 
between the actual-self and the ideal self. Subjects were 
112 adolescents; 63 female and 49 male, drawn from and tested 
at secondary schools in London and Nicosia. The British 
subjects were 15 males with a mean age of 16.9 years and 21 
females with a mean age of 16.7 years. The British Cypriots 
were 17 males with a mean age of 17.2 years and 23 females 
with a mean age 16.7 years. The Greek Cypriots were 17 males 
with a mean age 17.7 years and 19 females with a mean age 
16.9 years. Subjects were asked to rate 30 bipolar semantic 
differential scales (tall.... short); 15 scales under; "How 
you see yourself" (Actual-self) and 15 scales under; "How 
would you like to be" (Ideal-self). Results showed that both 
the British and British Cypriot actual-selves were 
significantly different from their ideal-selves in eight of 
the 15 scales, compared to only six significant difference 
between the actual-self and the ideal-self of the Greek 
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Cypriots. Further analysis indicated that the British had 
the most self-image disparity while the Greek Cypriots had 
the least. British and British Cypriot results on self-image 
disparity were similar in six scales;.. secure, hardworking, 
attractive, intelligent, friendly and mature. The 
significant differences between the three groups in self- 
rating were more evident in the actual rather than the 
ideal-self. The British thought of themselves as being more 
lazy, dependent, masculine and resentful. As to why this 
should be the case, it could be a reflection of their greater 
sensitivity to their self-image or of the well-known British 
reserve and self-criticism . 
(Furnham and Kirris, 1983). 
Whether or not self-image disparity is related to Health was 
not tested in above studies, but will be examined in this 
chapter as one of the major hypotheses. 
Differences in identity can also be found within a single 
culture. In Britain for instance, black girls but not black 
boys, attributed negative characteristics to their own race 
and positive ones to whites (Breakwell, 1986); in the U. S. A. 
girls who had diabetes before five yearn of age had lower 
self-esteem than boys in similar circumstances (Ryan and 
Morrow, 1986). It seems then, as previously suggested, that 
Identity is very sensitive and sometime vulnerable to 
collective beliefs and opinion. 
To summarize then, culture may affect the way to which 
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Individuals think of themselves and what area of their 
Identities they should value the most. But what Is 
interesting, is that adolescents from different cultures 
sometimes show similar patterns in the way they use their 
real-selves and their ideal-selves. 
6.2.5 Identity; what i moai rs _it and what could 
be impaired by it 
Identity does not exist in a vacuum, nor is it static. It 
is, in a way, like a thermometer, changing all the time. But 
it is more sophisticated than that. In its simplest form, it 
may be enhanced when certain things are achieved, and damaged 
when certain other things do not go the right way. But in 
reality, the occurrence of change and the amount of change in 
any direction depends on a number of other variables. In the 
following pages, factors which may affect identity and 
factors that may be altered by it will be discussed. 
6.2.6 Changes in identity 
Identity may change whenever it is threatened. A threat may 
come from any direction, but it is evident: 
"when the process of identity, assimilation, accommodation 
and evaluation are, for some reason, unable to comply with 
the principles of continuity, distinctiveness and self- 
esteem, which habitually guides their operation" 
(Breakwell, 1986, p. 47). 
A number of social psychologists have always thought of 
identity as something that is delicate and ought to be 
protected. old and new terminology may not be the same but 
in most cases they refer to the same thing. Earlier writers 
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on identity talk about threats to identity and their affect 
on it in terms of identity confusion. A state of confusion 
may be revealed when the: 
"young individual finds himself exposed to a combination of 
experiences which demand his simultaneous commitment to 
physical intimacy (not by any means always overtly sexual), 
to decisive occupational choice, to energetic competition, 
and to psychosocial self-definition" (Erikson, 1968, 
p. 166), 
and the degree of one's identity-confusion may depend on the 
dispersion of one's view of self and his/her perception of 
how he/she is seen by significant others (Beatty at al, 
1984). 
A threat to identity, then, whether resulting from new 
experiences or from a conflict between one's" identity and 
the way he/she is seen by others is a factor to be considered 
in the development of identity. The degree to which a person 
feels that he/she has to reconstruct his/her present Self is 
the parameter for the severity of that threat (Liebkind, 
1983). 
6.2.7 The on o ns and tvoes of threat 
According to Breakwell (1983), threats may come from a number 
of sources. But the main origins of threat are: 
1) The individual: most visible in situations where the 
individual's identity is altered as a result of 
hallucinations caused by illness, 
2) Other people: this is the most common source. However, 
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the severity of threat depends to a certain degree on how 
Important these people are to the threatened individual, and 
3) Material world: a financial crisis, for instance, may 
require a rethinking about one's identity. 
Threats can be classified by the target they are aiming at: 
those which question the content of the personal or social 
identity. For example, a person's identity may be threatened 
if he/she loses some or all the characteristics he/she thinks 
he/she has, or if other people no longer think that he/she 
has those characteristics, and those threats which question 
the values of the content of identity. In this case, others 
do not deny that an individual possesses certain qualities. 
Instead, they may think that such qualities are worthless 
and/or ought to be shunned. These two types of challenge 
threaten people identity, for they question people 
consistency and self-esteem (8reakwall, 1983). 
Threats to consistency and self-esteem, Breakwell suggested, 
also occur when others question one's group membership or 
underestimate one's group. 
6.2.8 Research on the Identity vulnerability-to-external variable 
As discussed previously, there is a strong theoretical ground 
to suggest that identity may be altered following threats 
directed to its structure or content. But empirical evidence 
for this hypothesis is not conclusive. There are some 
historical and technical explanations for the apparent 
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difficulties in the identity. research aimed to identify 
factors that could cause changes in identity: 
1) The assumption that identity (personality) is stable. 
Although the debate over the stability versus unstability 
of identity has been won by those who advocate a dynamic 
nature of identity, the former argument has influenced 
identity research at two levels: 
a) A great deal of time and thought have been wasted by 
researchers in trying to define a false hypothesis, and 
b) One cannot rule out that, at least for some 
researchers, such an assumption has served as a built- 
in bias in favour of stability. 
2) Researchers were forced to rely on correlational methods, 
for experiments in identity research may lead to invalid 
findings, and were therefore unable to establish the 
direction of causality. 0 
3) Failure to develop a sensible measure which could detect 
change in identity. In a way this is similar to a 
situation where a patient's complaints are dismissed by 
doctors, not because he/she was imagining things, but 
because the available equipments could not trace the 
virus. 
4) Since identity, as stated by Breakwell (1986), is like an 
operator who handles too many things at the same time, the 
right condition where identity is changing cannot be 
easily captured. 
While keeping these points in mind some of the studies 
6 
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dealing with identity's susceptibility to change are briefly 
discussed below. 
The third quarter of this century witnessed a growing 
general interest in Identity. Among topics studied were 
factors that may have an effect on Identity (Fisher, 1970). 
One study of interest here was on the relationships among 
self-concept, physical disability and the obviousness of the 
disability. 382 adolescents (193 females and 189 males) from 
three high schools in mid-Wisconsin, U. S. A. participated in 
the study. Two instruments were administered to subjects: 
1) Bills' Index of Adjustment and Value (IAV), providing 
three measures of the dependent variables, self-concept, 
social desirability and the Positive Malingering Scale, to 
measure social desirability and 
2) Major Medical Problems Question, to measure the 
obviousness and impact of handicap. 
In all three independent variables, sex, obviousness of 
disability and impact of disability and four dependent 
variables; real-pelf, self-acceptance, ideal-self and social 
desirability constitute the study design. Impact of 
disability was found to have a significant main effect on 
social desirability. On the other hand, three significant 
interactions were found between sex and impact of 
desirability. Males who estimated their disability as having 
a high impact gave positive self-statements while females 
tended to give negative ones. But females were more 
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consistent. Obviousness of disability was significantly only 
in a triple interaction among sex, impact of disability and 
obviousness of disability. Females who reported high obvious 
disability and high impact gave more negative statements 
about themselves (Meissner and Thoreson, 1967). More 
recently Markus and Kunda (1986) examined the stability and 
malleability of self-concept in 40 university students. In a 
controlled experiment they led subjects to believe that they 
were unique and different from their peers or very similar to 
their group. This manipulation was followed by having the 
subjects respond to a series of measures. They found that 
the experimental manipulation did not influence the subjects' 
description of themselves. However, the students' responses 
to word-association, latency, and similarity tasks 
indicated that subjects who were led to feel that they were 
unique had resisted being different and yielded towaris being 
similar to others. While these findings suggest that 
identity is stable and malleable at the same time; 
"the considerable stability accorded the self-concept may, 
in fact mask significant malleability or fluidity that 
results as individuals respond to the view of the self 
communicated by the situation. A challenging event appears 
to initiate a process whereby the individual evaluates the 
information and then responds by attempting to integrate 
the self-conceptions offered by the environment with 
existing self-conception. In this sense, the working self- 
concept can be viewed as quite situation-dependent" (Markus 
and Kundra, 1986). 
Taking this study at its face value, it seems that identity 
may change even under a temporary situation such as where 
people were led to believe that they were different. If this 
is the case, one may wonder what would happen to individuals 
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whose identities have been under attack for a considerable 
length of time. In another study, the effect of contextual 
dissonance (a situation where an individual social status, 
role, etc., differ from that of the majority group in a given 
social context) on the self-perceptions of seventh and eighth 
grade black and white children. Children from the lower 
valued social group attending school where the majority of 
children were from different cultures and class, showed lower. 
self-concept compared with those that served a low-income, 
predominantly black children (Verna and Runion, 1985). It 
has also been observed that the placing of individuals in a 
position of minority elicits their awareness of the 
characters which they are seen as a minority for (Deschamps, 
1982). 
Unemployment is another source of identity disturbance. The 
unemployed individual inevitably has to fight on two fronts. 
First, the internal pressure; he/she should be strong enough 
to stand against the voices inside him/her questioning 
his/her mental and physical ability. The person should avoid 
falling into a trap of thinking that he/she is sacked or 
unable to find a job because he/she is not up to it. 
Secondly, an unemployed individual has to protect him/herself 
against, perhaps, an unspoken idea held by some people 
suggesting that the unemployed are so because they are lazy, 
unqualified or unable. Falling in one or both of these traps 
may be damaging to one's identity (Breakwell, 1986). 
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6.2.9 Identity and osvcholoaicaland ohysicglsvmatoms 
Leaving this theoretical and empirical evidence that may 
cause change in identity aside, there are a number of studies 
where identity was found to be associated with other 
variables. In a number of studies, reported by Burns (1979), 
self-concept was found to be linked with; onset and recovery 
of illness; depression; and psychiatric treatment outcome. A 
combination of low stress and being internal (Rottor I-E) was 
associated with positive self-concept, and increased marital 
satisfaction (Clayson and Frost, 1984). Positive identity is 
not only associated with low stress but it may mediate the 
effect of stress on the individual's well-being (Sammon et 
al, 1985). 
Linville (1987) introduced what he called self-complexity and 
examined its relation to stress-related illness and . 
depression. Self-complexity refers to "a complex cognitive 
representation". The greater the self-complexity the greater 
the ability to tolerate the negative effects of stressful 
events. Linville suggests that high self-complexity 
individuals would suffer less following stressful events, for 
an adverse event would affect only a smaller part of their 
total self-representation and leave a greater part of self- 
aspects untouched. And it follows, that less self-complexity 
individuals would experience more negative events, due to 
their limited number of self-aspects. Linville's findings 
supported his hypothesis; individuals higher in self- 
complexity were found to be less prone to depression. There 
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is also some evidence, not only for the relationships between 
identity and psychological problems, but also for a possible 
link between difficulties In different aspects of self and 
different psychological symptoms. For instance, conflict 
between the actual and ideal self seen by the person him/her 
self was found to be related to depression. On the other 
hand conflict between the actual self and what should be the 
duty or obligation of the individual in society as seen by 
others was associated with anxiety (Higgins, 1987). With 
this in mind, the following hypothesis was stated to examine 
the relationships between identity, and Health: 
Hypothesis 14, Subjects' Health will vary according to their 
self-perception. 
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6.3 RESULTS 
The British and the Saudi students' results were analysed by 
Pearson correlation, partial correlations and T-Test to 
examine the proposed hypothesis presented in the previous 
section of this chapter. But first the development and 
scoring method of an Identity measure is dealt with. And 
this leads to Aim 3 which reads: 
Aim 3: To develop a scale to measure Identity that ja 
suitable for both the British and the Saudi students and to 
establish how the two groups value a ranee of traits and 
adjectives. The values placed on each trait-and adjective 
will be used in scoring the Identity Scale. 
6.3.1 the development of the IdentitvScale 
A scale called the "I am/am not" scale was developed lo 
measure the subject's self-concept. This is a rather simple 
and straight-forward scale. In this scale there are six 
statements and 42 adjectives. The subject's task is to read 
each statement and then to underline the word(s) that is/are 
applicable to him/her. The purpose of this scale is to 
obtain some information about: 
1) the subject's self-image, 
2) whether he/she think that there is a discrepancy between 
the way he/she sees him/her self and the way he/she is 
seen by others and, 
3) what the subject would like to be. 
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The six statements are: 
1) I think of myself as.... 
2) I used to think that I was.... 
3) Others think of me as.... 
4) Others used to think of me as.... 
5) I would like to be.... 
6) Some people want me to be.... 
The traits and adjectives under each statement are: 
smart, stupid, handsome, ugly, fat, slim, conservative, 
liberal, introvert, upper class, lower class, middle class, 
sociable, reliable, unstable, strong, weak, happy, sad, 
indifferent, careful, careless, predictable, unpredictable, 
organised, easy-going, inflexible, anxious, depressed, 
complicated, approachable, sincere, respectful, optimistic, 
rational, agreeable, moral, unlucky, authoritative, over- 
cautious, unpopular, angry. 
Introvert was used for the Saudis only, as a replacement for 
religion in the British version; asking the Saudi whether or 
not they were religious would almost certainly produce a 
positive response. Obviously Introvert is no substitute for 
religion, but it was used for the Saudi, because Sad and 
Depressed are sometimes used in Arabic to describe the same 
thing and it was thought that Introvert may aid those who 
were confused about Sad and Depressed. 
The idea of the scale is not completely new; as shown 
previously, similar scales were found in the literature 
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reviewed. The style of this scale is somewhat different; 
Subjects were asked to underline the words only; separate 
rating of the words was made by an independent group. And 
the scope of the scale is wider than the available scales; 
subjects were asked to respond to "I used to think that I 
was.... 01, "Others used to think of me an.... ", and "Some 
people want me to be.... ". 
6.3.2 Scoring of the Scale 
The scale was rated by independent groups. Their rating was 
used in scoring the scale for the major sample. (1 (yes) was 
replaced by means rating of each word). The rating was made 
by 61 Saudi students and 33 British students. All the Saudi 
subjects were males while the British were 18 females and 15 
males. The mean age for the Saudi was 20.53 years and the 
mean age for the British was 22.09 years. The Saudi sere 
students at King Saud University while the British were 
students at Surrey University. 
The idea behind using Independent samples was to maximise the 
validity of the scale by not requiring any information from 
the subjects other than their sex and age. In the major 
field study students were asked (optional for the Saudis) to 
provide their names and other descriptive Information so they 
could be reached again to fill in the questionnaire for the 
longitudinal element of the study. 
It was also felt that had the rating accompanied the scale 
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Itself, subjects may relate their rating to their responses 
to the scale which may affect the former. 
Finally it is expected, due to the similarities between those 
who participated in the major study and those who rated the 
Identity scale, that similar results could have been obtained 
from the original samples. 
6.3.3 Procedure 
For the Saudi the scale was handed out to the students in a 
lecture hall by the lecturer, while the British were 
approached individually. In both oases they were asked to 
read the instructions and rate the scale. The instructions 
were: 
Please rate the words in the list according to the extent 
to which they describe traits (values, classification) you 
would regard as desirable in yourself. 
USE THE NUMBERS 0-6, WITH. 0 AS BEING 'LEAST DESIRABLE' 
AND 6 AS BEING 'MOST DESIRABLE'. (Used by Bochner and Van 
Zyl, 1984) 
The mean rating of the words is shown in Table 6.2 for both 
groups. 
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Table 6.2: Mean scores and standard deviations for 42 words 
used in the I am/am not scale for the British and 
the Saudi students 
Rating 
Words 
1 Smart 
2 Stupid 
3 Handsome 
4 Ugly 
5 Pat 
6 Slim 
7 Conservative 
8 Liberal 
9 Upper class 
10 Lower class 
11 Middle class 
12 Sociable 
13 Reliable 
14 Unstable 
15 Strong 
16 Weak 
17 Happy 
18 Sad 
19 Indifferent 
20 Careful 
21 Careless 
22 Predictable 
23 Unpredictable 
24 Organised 
British 
Mean S. D. 
4.030 1.262 
0.818 0.983 
3.455 1.092 
1.727 1.206 
1.545 1.301 
3.576 0.867 
2.394 1 . 144 
3.636 1.084 
2.242 1.370 
2.030 1.287 
3.303 1.468 
5.182 0.727 
5.182 0.846 
0.818 0.882 
3.848 _1.004 
1.333 0.924 
5.273 0.674 
1.061 1.144 
1.727 1.281 
3.879 1.139 
1.212 1.023 
2.545 1.201 
2.667 1.534 
3.970 1.237 
Saudi 
Mean 
5 
0.345 
4.661 
0.508 
1.203 
2.525 
5.474 
0.293 
3.655 
1.431 
4.407 
5.458 
5.593 
0.695 
4.678 
0.610 
5.508 
0.763 
0.754 
4.712 
1.259 
4.544 
1.053 
5.518 
S. D. 
0.817 
0.890 
1.198 
0.878 
1.243 
1.695 
1.087 
0.859 
1.869 
1.452 
1.641 
0.953 
0.768 
1.380 
1.319 
1.204 
0.838 
1.291 
1.286 
1.543 
1.551 
1.712 
1.619 
0.874 
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Table 6.2 (continued) 
Rating 
Words 
25 Easy-going 
26 Inflexible 
27 Anxious 
28 Complicated 
29 Introvert 
30 Sincere 
31 Respectful 
32 Optimistic 
33 Rational 
34 Agreeable 
35 Moral 
36 Unlucky 
37 Authoritative 
38 Over-cautious 
39 Unpopular 
40 Angry 
41 Depressed 
42 Approachable 
43 Religious 
British 
Mean S. D. 
4.788 0.857 
1.061 0.899 
1.394 1.116 
2.606 1.223 
5.212 0.927 
4.333 1.109 
4.667 0.645 
4.273 1.008 
4.455 1.063 
4.121 1.386 
1.606 1.223 
2.758 1.582 
1.848 0.870 
0.970 1.273 
1.242 1.300 
0.848 0.834 
5.000 0.935 
1.727 1.257 
Saudi 
Mean S. D. 
1.271 1.670 
1.424 1.653 
0.763 1.343 
0.241 0.889 
0.810 1.527 
5.525 0.989 
5.797 0.484 
5.508 0.704 
5.746 0.604 
4.864 1.432 
5.644 0.846 
1.018 1.624 
1.864 1.747 
2.034 1.819 
0.373 1.113 
0.932 1.563 
0.458 1.194 
5.678 0.628 
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Table 6.3 below shows the five most desirable traits and the 
least five desirable traits for the British students and the 
Saudi students. 
Table 6.3: The most and the least desirable five traits for the 
British and the Saudi students 
The most desirable five traits The least desirable five traits 
British No. Saudi British No. Saudi 
Happy I Respectful Stupid-unstable I Complicated 
Sincere 2 Rational Depressed 2 Liberal 
Sociable/ 
Reliable 3 Approachable Unpopular 3 Stupid 
Approachable 4 Moral Sad-inflexible 4 Unpopular 
Easy-going 5 Reliable Careless 5 Depressed 
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6.4 IDENTITY AND HEALTH 
Having presented the Identity scale and its scoring method, 
the attention is now diverted to the relationships between 
the students' scores on the scale and their reported Health. 
The original hypothesis, Hypothesis 14 which reads: Students 
Health vary according to their conception was replaced by 
more specific hypotheses; these hypotheses are: 
Hypothesis 14: Subjects' Health vary according to: 
14.1: What they think they are (DA) 
14.2: What they used to think of themselves as 
DB 
14.3: What they think others think of them (DC) 
14.4: What they think others used to think of them 
as DD 
14.5; What they would like to be (DE) 
14.6: What they think some People want them to be 
Hypothesis 15: (Sex Differences) 
There are significant sex differences 11 3, 
identity 
Hypothesis 16: The relationships between DA and Health are 
altered when DC and DE are considered 
The presentation was first divided into two sections one for 
the British students and one for the Saudi students. Each 
section consists of: 
1) The relationship between each of the six identity scales; 
DA, DB, DC, DD, DE and DF Health (Hypothesis 14). 
2) Sex differences in Identity (Hypothesis 15). 
3) The joint effect of DA, DC and DE on Health (Hypothesis 16). 
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6.4.1 The British students 
6.4.1.1 1- The relationships between each of the six Identity 
Scales and Health 
Means and standard deviations (S. D. ) for Health and each 
section of Health were reported previously, mean scores and 
SD for DA (I think of myself as), DB (I used to think that I. 
was), DC (others think of me as), DD (others used to think of 
me as), DE (I would like to be) and DF (Some people want me 
to be) are presented in Table 6.4 below. 
Table 6.4! Mean scores DA. DB. --DC. -DD. 
DE and DP for the British 
Students 
All subjects Males Females 
Variable Mean S. D. Mean S. D. Mean S. D. 
DA 52.764 17.651 53.882 16.549 52.216 18.685 
DB 38.427 23.344 40.163 21.505 34.597 24.914 
DC 46.273 18.885 43.187 18.750 48.365 20.936 
DD 36.218 21.739 36.711 22.620 37.455 23.307 
DE 61.391 22.147 61.080 22.948 57.679 24.535 
DF 47.173 28.903 47.395 30.452 45.133 28.890 
Table 6.4 indicates that students ideas about themselves do 
not always agree with their ideal self or their ideal self in 
the eyes of others. To find out whether these discrepancies 
between the students' different aspects of Self are 
significant and paired t-Tests were computed for all 
subjects, males and females. Results showed that students 
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(all) actual Selves (DA) differs significantly from what they 
used to think they were (DB), what others think of them (DC), 
what others used to think of them (DD), what. _they would 
like 
to be (DE) and what some people want them to be (DF). 
(t=8.43, P=0.000; t=5.75, P=0.000; t=8.55. P=0.000; is-3.51, 
P=0.001 and t=2.25, P=0.027) respectively. However, when the 
t-Tests were computed again for each sex, the discrepancy 
between the students' actual Selves and what some people want 
them to be did not reach a significant level for both male 
and female (t=1.31, P=0.198) for males and (t 1.82, P=0.072) 
for females. (The means in which the paired t-Tests were 
based on are slightly different than those shown in Table 
6.4. When two scales were used in one t-Test the number of 
missing data increased by one or two subjects). 
Pearson Correlations among the Identity Scales are shown in 
Table 6.5 below. 
Table 6.5* Correlations among the Identity Scales 
DB DC DD DE DP 
DA 0.4966 0.7485 0.4865 0.4948 0.2814 
P=0.000 P=0.000 PS0.000 P*O. 000 PBO. -001 
DB 0.4682 0.8166 0.4948 0.4987 
P=0.000 P=0.000 P*0.000 P. 0.000 
DC 0.5720 0.4833 0.3838 
P=0.000 PNO. 000 Ps0.000 
DD 0.5334 0.5541 
P: 0.000 Pe0.000 
DE 0.5892 
Ps0.000 
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Table 6.5 shows that with exception of the correlations 
between DA,. and DC, and DB and DD, the six scales are 
moderately correlated. It seems that the British students 
generally think that the way in which they are seen by others 
does not differ largely from the way they see themselves. 
The correlation between DA (I think of myself as) and DC 
(others think of me as) was r: 0.748, PwO. 000. It is also 
evident that the British students believe that the way in 
which they used to see themselves is similar to the way in 
which others used to see them. The correlation between the 
two scales was (r=0.816, P; O. 000). 
Having seen how the independent variables relate to each 
other, the next step is to see how the variables relate to 
the dependent variables and this leads to Hypothesis 14. 
To examine Hypothesis 14, simple correlations were computed 
between each identity scale and H and each section of Health. 
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Table 6.6: Correlations between the Identity Scales and H 
and sections-of---H 
H HB HC HH HN HO HP 
DA -0.0617 0.0268 -0.0268 0.0125 -0.1784 -0.0988 -0.1008 
( 139) ( 139) ( 139) ( 139) ( 139) ( 139) ( 139) 
Pa. 235 Pa. 377 Ps-377 Pa. 442 Pa. 018 Pa-124 Pa. 119 
DB 0.0424 0.0465 -0.0894 0.0063 0.0688 0.0528 0.1052 
( 136) ( 136) ( 136) ( 136) ( 136) ( 136) ( 136) 
P=. 312 Pa. 296 P$. 150 Pa. 471 Pa. 213 Pa. 271 Pu-111 
DC -0.0383 0.0449 0.0571 0.1000 -0.1394 -0.0768 -0.1656 
( 133) ( 133) ( 133) ( 133) ( 133) ( 133) ( 133) 
P=. 331 Pa. 304 P=. 257 Po-126 Pa. 055 Pa-190 Pa-028 
DD -0.0015 -0.0258 -0.0251 -0.0013 -0.0286 -0.0137 0.0162 
( 124) ( 124) ( 124) ( 124) ( 124) ( 124) ( . 
124) 
P=. 493 Pm. 388 Pa. 391 Pa-494 Pa. 376 Pa. 440 Pa. 429 
DE 0.0667 0.0838 0.0542 0.0540 -0.0497 -0.0279 0.0285 
( 131) ( 131) ( 131) ( 131) ( 131) ( 131) ( 131) 
Pa. 224 Pa. 171 P=. 269 P:. 270 Pa. 287 Pa. 376 Pa. 373 
DF 0.1268 0.0544 0.1262 0.0904 -0.0067 0.0151 0.0965 
( 118) ( 118) ( 118) ( 118) ( 118) ( 118) ( 118) 
Pa. 086 Pa. 279 Pa. 087 P=. 165 Pa. 471 Pa. 435 Pa. 149 
Table 6.6 shows that DA correlates significantly but 
negatively with depression (r=-0.178, P=0.018), and DC 
correlates significantly. but negatively with Sensitivity 
(rm-0.165, P=0.028). 
Hypothesis 14.1 and 14.3 was, therefore, partially supported. 
Two Identity Scales; DA and DC, were significantly correlated 
with two sections of Health; HN and HP repectively. The more 
positive students thought about their real-self the less 
depressed they were, and the more positive the students 
thought others think them, the less sensitive they were. On 
the other hand, hypotheses 14.2,14.4,14.5 and 14.6 were 
rejected. 
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6.4.1.2 Box differences 
T-Tests were used to examine whether or not there are sex 
differences in Identity as proposed in-Hypothesis 15. 
Results indicate that males obtained slightly higher means on 
DA, DB, DE and DP, than females, while the opposite was true 
for DC and DD. Although none of these differences were 
significant it seems that females tend to think that others 
think of them, as well as used to think of them, more 
positively than did males. On the other hand, males rated 
themselves more favourably than females on all the, remaining 
scales (t-Test results can be seen In Appendix 0). 
Hypothesis 15 was, therefore, rejected. 
6.4.1.3 The joint effect of DAS DC and DE 
As may be recalled this section is related to Hypothesis 16. 
Partial correlations were used to examine whether or not the 
relationships between a given scale and Health change when 
other scales are held constant. Of interest here is DC 
(Others think of me as) and DE (I would like to be) and their 
relations to DA (I think of myself as). It is expected as 
suggested in the introduction of this chapter that 
individuals who think that they possess certain qualities but 
that these qualities are not appreciated by others may and up 
with an unbalanced Identity. The same may be said about 
those who obtain high scores on the "I would like to be" 
scale, indicating that they need to have more than they 
possess already. (DB, DD, DF effects are expected to be 
similar to that of DE). Although Hypothesis 16 Is concerned 
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with the effect of DC and DE on the rela: ionships between DA 
and Health, the effect of other variables with each scale 
found to be correlated with H or any section of H will also 
be presented for both the British and the Saudi students in 
order to have a clearer picture about the way in which all 
the Identity Scales relate to each other. 
If the above suggestions hold, one would expect that the 
correlations between DA and Health, for instance, will 
decrease when DC is controlled for and will increase when DE 
is controlled for. 
Significant correlations reported in section i of this 
chapter were used here to examine the intervening effect of 
the Identity Scales. Table 6.7 shows the partial correlation 
results for DA and depression, and DC and sensitivity. 
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Table 6.7: Partial correlation between DA and Depression and 
DC and Sensitivity (Controlling for other Ident ity 
Scales as specified in the table 
I- DA with depression: (Zero-order Corr. -0.178, P: 0.018) 
Controlling for DB -0.246 
P*O. 002 
Controlling for DC -0.113 
P=0.098 
Controlling for DD -0.188 
P=0.019 
Controlling for DE ' -0.177 
P=0.022 
Controlling for DF -0.184 
P=0.024 
2- DC with Sensitivity (Zero-order Corr: -0.165, P=0.028) 
Controlling for DA -0.134 
P=0.063 
Controlling for DB -0.244 
PRO-003 
Controlling for DD -0.213 
P=0.009 
Controlling for DE -0.205 
P: 0.011 
Controlling for DF ' -0.220 
P=0.009 
Results in Table 6.7 (1) indicate, as expected, that DA is 
correlated with less depression only in conjunction with DC. 
The correlation between the two variables did not reach a 
significant level when DC is controlled for. 
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On the other hand, when DD, DE and DP were controlled for 
only a slight change occurred in the correlation between DA 
and Depression indicating that these scales did not intervene 
with DA effect on depression. However, when DB was 
controlled for the size of correlation between DA and 
depression increased noticeably indicating that high scores 
on (I used to think of myself as) contributes negatively to 
the relationships between DA and depression. With DC and 
Sensitivity, there was a notable increase in the correlation 
between these two variables when DB, DD, DE and DF were 
controlled for, meaning that these variables have a negative 
effect on the relationships between DC and Health. 
Controlling for DA, on the other hand, reduced the 
correlation to a non-significant level, confirming the 
interaction between DA and DC. 
To summarize then, positive image about oneself is associated 
with less depression symptom only if the student thinks that 
others agree with him/her on what he/she thinks he/she is. 
DE intervene with the relationships between DC and 
sensitivity but not with DA and depression. 
Hypothesis 16 was, therefore, partially supported by the 
present results. DC and DE seem to intervene with the 
relationships between DA and some sections of Health. 
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6.4.2 The Saudi students 
The presentation of results for the Saudi students is similar 
to that of the British students. The number of sections of 
Health are, as noted earlier, larger than the British. 
6.4.2.1 1- The relationships between each of the six 
Identity scales and Health 
The Saudi students' mean scores on DA, DB, DC, DD, DE and DP 
are given in Table 6.8. 
Table 6.8! Mean Scores! DA. DB. DC. DD. DE and DF for the 
Saudi Students 
Variable Mean S. D. 
DA 64.453 19.963 
DB 29.737 27.574 
DC 44.547 26.899 
DD 33.832 28.361 
DE 65.111 28.961 
DP 39.579 31.654 
As with the British students, a number of paired t-Tests were 
computed to examine whether All subjects, males' and females' 
ideas differ significantly according to the way in which the 
Self is seen. t-Test results showed that for all students 
the actual Self differs significantly from DB (I used to 
think of myself as) (t=19.18, P=0.000), DC (others think of 
me as) (t=12.84, P=0.000), DD (others used to think of me as) 
(ta11.49, P=0.000) but unlike the British students, the Saudi 
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students Actual self did not differ significantly from DE (I 
would like to be) (t=0.29, P=0.7727). Saudi males showed the 
same pattern of relationships between their different aspects 
of Self while females did not in one aspect of Self. Their 
Actual Self differed significantly from their Ideal Self (DE) 
(t=2.26, P: 0.028). Saudi females seem to be satisfied with 
what they are. Mean scores for males and females can be 
found in Table 6.12, (differences between means reported here 
and the paired T-Tests, mentioned for British students apply 
here as well). 
Correlations among the Identity scales are shown in Table 
6.9. 
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Table 6.9! Correlations among the identity Scales 
DB DC DD DE DP 
DA 0.244 0.492 0.322 0.367 0.232 
P=0.000 P=0.000 P=0.000 PUO. 000 Ps0.000 
DB 0.495 0.701 0.312 0.383 
Pa0.000 P=0.000 P. 0.000 Ps0.000 
DC 0.593 0.372 0.498 
P=0.000 P. 0.000 P. 0.000 
DD 0.387 0.458 
P=0.000 P=0.000 
DE 0.485 
P=0.000 
Correlations among the Identity Scales for the Saudis are 
relatively similar to those of the British. DB was highly 
correlated with DD and the remaining correlations are 
generally moderate. However, unlike the British students, DA 
correlation with DC was not very high. DA and DC correlation 
for the British was 0.748 but only 0.492 for the Saudi, 
suggesting that the gap between the students' real-selves, and 
the way in which they think others see them, In wider for the 
Saudi students than for the British students. 
The attention is diverted now as to whether Identity relates 
to Health as proposed in Hypothesis 17B. 
Results are given in Table 6.10 and Table 6.11. 
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and HB. HC. HD and HG F, 
H HB HC HD HG 
DA -0.0279 -0.0127 -0.0372 0.1186 -0.0030 
( 283) ( 285) ( 285) ( 285) ( 285) 
P=0.320 P=0.416 P=0.266 P=0.023 Ps0.480 
DB 0.0301 0.0045 -0.0331 0.0930 0.0922 
( 237) C 239) ( 239) C 239) C 239) 
P=0.322 Pa0.472 P=0.305 Ps0.076 P=0.078 
DC -0.0189 0.0365 -0.0678 0.0551 0.0906 
( 252) ( 254) ( 254) C 254) C 254) 
P=0.382 P=0.281 P=0.141 P=0.191 P=0.075 
DD 0.0818 0.1097 0.0320 0.1835 0.0765 
( 212) C 213) C 213) C 213) C 213) 
PBO. 118 P=0.055 P=0.321 P-0.004 P: 0.133 
DE 0.0540 0.1004 -0.0377 0.1552 0.0813 
( 256) ( 257) ( 257) ( 257) ( 257) 
P=0.195 P=0.054 P=0.274 P=0.006 P=0.097 
DA -0.0477 0.0539 -0.0298 0.0116 0.1115 
( 239) ( 240) ( 240) C 240) C 240) 
P=0.231 P=0.203 P=0.323 P=0.429 P=0.042 
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Table 6.11; Correlations between the Identity Scalea and HI. 
HJ. HM. HN. HP. HQ and HR 
HI HJ HM HN HP HQ HR 
DA 0.0451 -0.0930 -0.0705 -0.1002 -0.0449 0.0164 -0.0199 
( 285) ( 285) ( 285) ( 285) ( 283) ( 285) ( 285) 
P=0.224 P=0.059 P=0.118 P=0.046 Pa0.226 P-0.391 P. 0.369 
DB 0.0001 0.0736 0.0907 0.0398 -0.0615 -0.0488 0.0560 
( 239) ( 239) ( 239) ( 239) ( 237) ( 239) ( 239) 
P=0.499 P=0.129 P: 0.081 P=0.270 Ps0.173 Pm0.226 Ps0.194 
DC 0.0573 -0.0011 0.0211 -0.0392 -0.0962 -0.0302 -0.0074 
( 254) ( 254) ( 254) ( 254) ( 252) ( 254) ( 254) 
Pa0.181 P=0.493 Pa0.369 P=0.267 P=0.064 Pa0.316 P=0.453 
DD 0.0520 0.0462 0.1055 0.0427 -0.0167 -0.0374 0.0003 
( 213) ( 213) ( 213) ( 213) ( 212) ( 213) ( 213) 
P=0.225 P=0.251 P=0.062 P; 0.268 P=0.404 P=0.294 P=0.498 
DE -0.0130 0.0179 0.1020 0.0430 0.0090 0.0200 0.0309 
( 257) ( 257) ( 257) ( 257) ( 256) ( 257) ( 257) 
P=0.418 P=0.388 P=0.051 P=0.246 Pa0.443 P=0.375 PIIO. 311 
DF -0.0489 -0.0956 0.0872 -0.0582 -0.0792 -0.1445 -0.0477 
( 240) ( 240) ( 240) ( 240) ( 239) ( 240) ( 240) 
P=0.226 P=0.070 P=0.089 P=0.185 P=0.111 P=0.013 P=0.231 
Inspection of Tables 6.9 and 6.10 shows that the "I think of 
myself" (DA) scale is unexpectedly significantly related to 
HD (the digestive tract) and as expectedly significantly but 
negatively with depression. 
"Others used to think of me" (DD) and "I would like to be" 
(DE) scales were also as expected related significantly to 
HD. DF, on the other hand was also significantly correlated 
with the nervous system but surprisingly correlated 
significantly but negatively with anger. 
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Hypotheses 14. B. 1,14. B. 4,14. B. 5 and 14.6 were, therefore. 
supported. Scores on DA, DD, DE and DP are related to some 
sections of Health. Hypotheses HB and HC were rejected. 
16.4.2.2 Sex differences in identity for the Saudi students 
Hypothesis 15.8 was about sex and identity, and was examined 
by using t-tests for sex and the Identity scale (see Table 
6.12). 
Table 6.12! T-test/identity scales for males and females 
Var/ No. of Mean Std. Std. F- 2-tall T- Degs of 2-tail 
group cases Dev. Error value Prob. value Freedom prob. 
DA 1 217 62.6728 22.559 1.531 
1.25 0.285 -0.03 123.88 0.979 
2 68 62.7500 20.176 2.447 
DB 1 190 28.6579 26.814 1.945 
1.08 0.763 0.49 77.05 0.628 
2 49 26.6327 25.760 3.680 
DC 1 200 42.1050 27.938 1.976 
1.01 1.000 -0.22 84.05 0.828 
2 54 43.0370 27.855 3.791 
DD 1 177 31.4407 27.505 2.067 
1.21 0.416 -1.01 47.45 0.318 
2 36 36.9444 30.305 5.051 
204 64.7990 30.674 2.148 
1.02 0.888 2.87 80.47 0.005 
53 51.1132 31.006 4.259 
DFI 
d 
186 40.1075 33.148 2.431 
1.54 0.066 2.23 105.07 0.028 
2 54 04 30.37 26.688 3.632 
Group 1= Male 
Group 2= Female 
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While sex did not seem to be related to scores on the 
Identity Scales for the British students, its effect on the 
Saudi students' Identity is significant. On the "I think of 
self as" Scale the Saudi males and females obtained almost 
identical mean scores, but their scores on "I would like to 
be" and "some people want me to be" differ significantly; 
male mean scores on DE and DF were 64.799 and 40.107 as 
opposed to 51.113 and 30.370 for females. Compared to 
females, males want to be better than they are and 
society expects more from them. 
Hypothesis 15. B was, therefore, partially supported. What 
males would like to be and what they think society wants them 
to be, differs significantly from females. 
6.4.2.3 Joint effect of the DAS DC and DE 
This section involves Hypothesis 16. B. The steps taken here 
are similar to those taken with the British results. 
However, more significant correlations among the Identity 
Scales and sections of H emerged for the Saudis. Partial 
correlations were computed for DA, DC and DE with each of the 
remaining scales held constant. 
With the British there were only two significant correlations 
between DA and DC and two sections of Health. Each of these 
Identity Scales was found to be related to Health only in the 
presence of each other. In other words, the students' 
postive idea about him/herself is correlated with Health if 
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he/she also thinks that others agree with his/her evaluation 
of him/herself. Results of the significant correlations for 
the Saudi students in DA, DC and DE are given in section 1. 
and are brought to attention here to see how they may change 
when other scales are held constant. 
The first significant correlation was between DA and HD (see 
Table 6.13 for the zero-order and partial correlations 
between these two variables). The table shows that the 
significant correlations between DA and HD almost vanished 
when DC was controlled. The correlation size was also 
reduced when DD and DE were controlled indicating that DD, DE 
and DF operates here as positive contributors to the 
correlation between DA and HD. It should be noted that DA 
unexpectedly correlates positively with HD. However, both 
DC, DD, DE and DP seem to have similar effect in relation to DA 
and HD. 
DA and depression result is similar to that obtained for the 
British. The correlation disappeared when DC was held 
constant, (see Table 6.14). The remaining scales except DF 
had a negative effect on the relationships between DA and 
depression. DF combined with DA seem to be associated with 
less depression symptoms. Perhaps the Saudis appreciate 
being expected to do better by society especially when they 
think positively about themselves. 
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DE, however, as expected was correlated positively with HD. 
Controlling for DA and DC decreased the size of the 
correlation slightly (see Table 6.15). 
DE, however, as expected was correlated positively with HD. 
This correlation was reduced slightly when DA, DB and DC were 
controlled. But when DD was controlled for, the correlation 
between DE and HD was no longer significant. It seems, then, 
that when a student is not satisfied with his/her self and at 
the same time believes that people used to think of him/her 
favourably, but perhaps not anymore, his/her digestive tract 
is likely to be disturbed. 
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Table 6.13! Partial correlation between DA and HD controlling 
for other identity scales 
DA and Digestive tract (Zero-order corr: 0.186, P"0.023) 
Controlling for DB 0.087 
P-0.071 
Controlling for DC 0.105 
P=0.048 
Controlling for DD ( 0.063 
P=0.178 
Controlling for DE 0.067 
P=0.143 
Controlling for DP 0.119 
P=0.033 
Table 6.14: Partial correlation-between DA and HN controlling 
for other identity scales 
DA and Depression (Zero-order corr: -0.100, P=0.046) 
Controlling for DB -0.119 
PRO. 022 
Controlling for DC -0.093 
Pa0.070 
Controlling for DD -0.120 
puO. 040 
Controlling for DE ' -0.124 
P=0.023 
Controlling for DP -0.089 
P=0.085 
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Table 6.15! Partial correlation between DE and HD 
DE and Digestive tract (Zero-order corrs 0.155, P"O. 006) 
Controlling for DA 0.120 
P=0.027 
Controlling for DB I 0.114 
po0.034 
Controlling for DC I 0.145 
P=0.012 
Controlling for DD 0.092 
P=0.092 
Controlling for DF ' 0.171 
P=0.005 
Results, however, partially support Hypothesis 168. What 
students think about the way in which they are seen by others 
and what they would like to be effect the relationships 
between their real-self and some sections of their Health. 
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6.5 SUMMARY OF RESULTS 
6.5.1 A- The British students 
Hypothesis 141 (Self-perception and Health) 
Subjects' health vary according to: 
14.1 - What they think they are. 
14.2 - What they used to think of themselves as. 
14.3 - What they think others think of them. 
14.4 - What they think others used to think of 
them as. 
14.5 - What they would like to be. 
14.6 - What they think some people want them to be. 
Status of Hypothesis 14 
With 14.1(DA) 14.2(DB) 14.3(DC) 14.4(DD) 14.5(DE) 14.6(DF) 
H rejected rejected rejected rejected rejected rejected 
HB rejected rejected rejected rejected rejected rejected 
HC rejected rejected rejected rejected rejected rejected 
HH rejected rejected rejected rejected rejected rejected 
HN accepted rejected rejected rejected rejected rejected 
HO rejected rejected rejected rejected rejected rejected 
HP rejected rejected accepted rejected rejected rejected 
Hypothesis 15 (Sex Differences): 
There are be significant sex differences in Identity. 
Status of Hypothesis 15 
Sex ands 
H rejected 
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HB rejected 
HC rejected 
HH rejected 
HN rejected 
HO rejected 
HP rejected 
Hypothesis 16! 
The relationships between DA and Health are altered when 
DC and DE are considered. 
Status of Hypothesis 16 
DA and DC on HN 
accepted 
DA and DE 
rejected 
6.5.2 B-- The Saudi students 
othesis 14. Bl 
14. B. 1 
14. B. 2 
14. B. 3 
14. B. 4 
14. B. 5 
14. B. 6 
(Self-perc, 
Subjects' 
What they 
What they 
What they 
What they 
What they 
What they 
option and Health) 
Health vary according to: 
think they are. 
used to think of themselves as. 
think others think of them. 
think others used to think of them. 
would like to be. 
think some people want them to be. 
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Status of Hypothesis 14B 
With 14B. 1(DA) 14B. 2(DB) 14B. 3(DC) 14B. 4(DD) 14B. 5(DE) 14B. 6(DF) 
H rejected rejected rejected rejected rejected rejected 
HB rejected rejected rejected rejected rejected rejected 
HD accepted rejected rejected accepted accepted rejected 
HG rejected rejected rejected rejected rejected accepted 
HI rejected rejected rejected rejected rejected rejected 
HJ -rejected rejected rejected rejected rejected rejected 
HN rejected rejected rejected rejected rejected rejected 
HN accepted rejected rejected rejected rejected rejected 
HP rejected rejected rejected rejected rejected rejected 
HQ rejected rejected rejected rejected rejected accepted 
HR rejected rejected rejected rejected rejected rejected 
Hypothesis 15. B. 
There are significant sex differences in Identity 
tatus of Hypothesis 15. B 
Sex and: 
DA rejected 
DB rejected 
DC rejected 
DD rejected 
DE accepted 
DF accepted 
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Hypothesis 16. B! 
The relationship between DA and Health is altered when DC 
and DE are considered. 
Status of Hypothesis 16.8, 
DA and DC DA and DE 
accepted rejected 
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6.6 DISCUSSION 
Two points on the British and the Saudis rating of the traits 
and adjectives are worth noting before discussing the results 
of both groups. Tables 6.2 and 6.3 reveal that the Saudi 
tend to give more extreme rating than the British. Comparing 
the highest and lowest rating reported by each group would 
indicate that the Saudis' highest rating was 5.797 and the 
lowest was 0.241, while for the British the highest rating 
was 5.273 and the lowest was 0.345. The second point is the 
difference in the desirability of the adjectives. The most 
desirable adjective was "happy" for the British and 
"respectful" for the Saudis.. 
__The 
British students want to be 
happy first, while the Saudis main concern is being sure that 
they are approved and admired by others. The two different 
priorities reflect the cultures' effect on the relationships 
between individual and society in the Eastern and Western 
worlds. 
It is also important to keep in mind that unlike the British, 
only Saudi males rated the scale. This may have affected the 
rating differences. However, previous studies in the U. S. A. 
(Anderson, 1968) and in Australia, (Boohner and Zyl, 1984) 
reported no significant sex differences in similar adjectives 
rating. 
Results suggest that the pattern of relationships between the 
Identity scales for both groups was similar (Figure 6.1). 
Mean values are given in Table 6.4 and Table 6.8. (However, 
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it should be be noted that the purpose of Figure 6.1 is to 
show the relationships among the Identity scales for each 
group. It was not meant to compare mean values of the two 
groups, since such comparison is not appropriate for reasons 
mentioned previously). 
Figure 6.1: Mean scorest DA. DB. DC. DD. DE and DF for the 
British and the Saudi students 
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The Identity disparity (DA versus DE) is more evident in the 
British than in the Saudi. Furnham and Kirris (1983) found 
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that the-British Self-image disparity was higher than the 
British Cypriots and Greek Cypriots. The Greek Cypriots and 
the Saudis are both from the third-world countries and still 
value their traditions. Looking at it this way the present 
study and the Furnham and Kirris study partially support each 
other. However, the present study differs from Olowu's 
(1983) finding in which British Self-concept was higher than 
that of the Nigerian. Here the British Real-self mean scores 
of (52.764) is much lower than the Saudis' (64.453). 
Variations in rating of the two groups would not, however, 
cause significant differences in the two means. 
Saudi Arabia and Nigeria are both developing countries. All 
Saudis are Muslims and over half the Nigerians are Muslims. 
However, Nigeria is an African nation, and there is some 
evidence to suggest that blacks (in the U. S. A. ) tend to have 
lower Self-concept than whites (Furnham and Kirris, 1983). 
Black African Self-concept could be completely different from 
that of the Black American, but one cannot rule out this 
possibility. 
As to the relationships between identity and health, the 
present study's results, in general, offer some support for 
previous findings, especially the link between identity and 
depression (Burns, 1979). For both the British and the 
Saudi, higher scores on the real self scale were associated 
with less depression symptoms. 
On the other hand, two unexpected significant correlations 
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were found for the Saudis. DA was positively correlated with 
HD and DF was negatively correlated with HQ. However, these 
unexpected correlations between DA and HD on the hand DF and 
HG are typical cases of spuriousness usually found in 
correlational data (Cohen and Syme, 1985). Indeed inspection 
of Table 6.13 showed just that. The seemingly positive 
correlation between DA and HD disappeared when DB, DD or DE 
were controlled for. High scores on DA, then, was related to 
high digestive tract symptoms only when the students obtain 
high scores on DB, DD or DE scale. The same is true for the 
unexpected positive correlation between DF and the nervous 
system. The significant correlation between the two 
variables vanished when DB, DC, DD and DE were controlled for 
one at a time (r=0.078, P=0.113; r=0.076, P=0.125; r=0.086, 
P=0.114; and r-0.082, P=0.108) respectively. 
it was hypothesized that sex would influence identity. 
Earlier (Wylie, 1961) and recent studies (Olowu, 1985) 
suggest just this. And there are good reasons to expect it. 
Identity is a learned feeling and ideas about one's-self are 
drawn from society, and since women in many parts of the 
world are not encouraged to have qualities which may present 
a threat to males' presumed authority over females, they tend 
to underestimate themselves. The present study's results 
support this view but not significantly for the British 
students. British females compared to males thought that 
they were seen by others more positively, but think of 
themselves less favourably than males. For the Saudi 
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students, however, different sex effects emerge. Females' 
mean scores on "I think of myself as", "I used to think that 
I was", "Others think of me as", and "Some people used to 
think of me as", were almost the same as the males' mean 
scores on these scales (see Table 6.12). 
This is somewhat surprising. Women in Saudi Arabia are 
considered to be far inferior to men and are required to keep, 
a low profile in all their social interactions. They are 
encouraged to cover their faces, are not given a chance to 
develop their talents, and are expected in most cases to 
marry, to please their husbands, and to produce children. 
(Racy, 1980; Dubovsky, 1983; McKellar, 1984). 
However, following the modernization that took place in that 
country, Saudi females have become more aware of the unfair 
treatment that they receive from males and some females as 
well, and who is better to show this than female University 
students. The results of the present study show that 
females, by obtaining means equal to those of males in real- 
self, contrary to previous findings, suggest that Saudi 
females may be expressing their dissatisfaction with their 
status in society. 
But this is not to suggest that society agrees with them on 
this. In fact, their mean scores on "Some people want me to 
be" are significantly lower than males, indicating that 
others are not so keen on the Improvement of the position of 
females in society. Saudi females' mean scores on the "I 
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would like to be" scale are also significantly lower than 
males' mean scores. This can be interpreted in two ways. It 
could be that Saudi females are happy about what they are, or 
it could be that they are considering their situation in 
society to be less aspired than males. This latter 
explanation is given because females' chances to hold key 
positions or to choose the career they want, and are qualified 
for, are very limited. After graduation from university, they 
are most likely to teach or to stay at home. 
The last hypothesis in this chapter involves the affect which 
one scale of identity may have. on the relationships between 
other identity scales and health. 
It is expected that DC and DE would affect this relationship 
differently. That is, DC would strengthen the relationships 
between DA and health, while DE would weaken such 
relationships. The agreement between what a person thinks of 
him/her self (DA) and what others think of him/her (DC) may 
be necessary for maintaining balanced psychological 
functioning (Breakwell, 1983). On the other hand, a sizeable 
number of studies suggest that disparity between DA and DE is 
not beneficial to human psychological and physical health 
(Burns, 1979). 
The results of the present study for both groups reveal that 
those who think positively about self, and at the same time 
think that others think positively of them, enjoy better 
health. Indeed, when DC is controlled for, the significant 
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relationships between DA and some sections of health vanish. 
The present findings, therefore, support Braakwell's position 
on the relationships between the way in which individuals see 
themselves and how they are seen by others. The intervening 
effect of DE on the relationship between DA and health also 
received some support by the results of the present study. 
Controlling for DE (I would like to be) seems to increase the 
size of correlation between DC (Others think of me as) and 
sensitivity for the British students and correlation between 
DA and Depression for the Saudi students, indicating that DE 
weakens the relationships between DC and DA on the one hand 
and Sensitivity and Depression on the other. Higgins (1987), 
found that discrepancy between the Actual and Ideal Self 
relates to Depression. The present study's findings 
regarding these two aspects of Self and Depression are 
consistent with that of Higgins for the Saudi studentß. 
6.6.1 Some theoretical considerate 
Concerns have been expressed as to the validity of DE and the 
ambiguity of the content of the identity scales, especially 
when subjects are provided with a list of words and asked to 
answer them more than once with different instructions. For 
example, the subjects' response to the scale: if it is 
related to their (real-self), and then according to what they 
would like to be (ideal-self), or on other headings. 
In the former case, it has been argued that what in meant to 
measure the ideal-self is in fact nothing more than a measure 
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of social desirability (Burns, 1979). 
In support of the social desirability hypothesis, some 
workers always single out the small variations frequently 
observed in subjects' response to "I would like to be" 
measures. The argument goes: All (most) subjects rely 
heavily on their knowledge of what is appreciated by society 
while responding to such scales, and researchers end up with 
similar scores for the majority of subjects. 
However, while this is obviously a valid argument, it does 
not seem to be evident in the present study's findings. 
Variations in DE for both the British and the Saudi students 
are similar to the variations in other scales; standard 
deviation (S. D. ) for DE was 22.147 and the highest S. D. was 
that of DF, 28.9, and the lowest was that of DA, 17.65, for 
the British students. A similar S. D. was also obtained for 
the Saudi students; S. D. s were; 28.961 for DE, 31.654 for DP 
(the highest) and 19.963 for DA (the lowest). 
In the present study, then, social desirability may have 
Influenced the students' responses one way or another, but DE 
did not seem to be the most vulnerable. 
The second argument focusses on the content of the subjects' 
responses to the same scale with different intentions in 
mind. The problem with such a method arises when the sum of 
scales is used to determine subjects' scores, for it is 
difficult to know whether subjects used the same words in 
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both scales or whether they just, in the case-of an 
indifferent subject, answered randomly. 
Taking an example from the present study, it is expected that 
those who think that they possess certain qualities, but 
believe that others do not agree with them will report more 
symptoms than those whose ideas about themselves are 
acknowledged by others. It can be argued that higher scores 
on both scales do not always mean that subjects' ideas about 
themselves match what they think others think of them unless 
one can be sure that the words chosen in both scales are the 
same. The scores could be high in both scales, but the 
content may be different. 
To tackle this problem, various descriptive statistical 
procedures were applied on all British students' responses to 
DA and DC and on 29 students' responses to the same two 
scales. These Saudi students were chosen randomly from all 
the Saudi subjects by using each tenth student response (10, 
20,30,40 ...... 290). The two groups' patterns of 
responses were very similar, and the presentation of one 
group's analysis may provide a fairly clear picture of both 
groups' responses. The British students' responses are 
discussed below. 
The mean scores for DA and DC were 52.764 and 46.273 
respectively, indicating that the students think that they 
were underestimated by others. Keeping in mind the 
difference between the two means, the next step is to figure 
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out how many times and to what extent words in DA match 
words in DC. Table 6.16 shows the frequencies of having a 
certain number of words checked in both scales. 
Table 6.16! Frequencies: times in which students rave the 
same responses to both DA and DE 
Value Frequency Percent 
18.00 1" 0.7 
19.00 1 0.7 
23.00 1 0.7 
24.00 1 0.7 
26.00 1 0.7 
27.00 4 2.9 
28.00 5 3.6 
29.00 4 2.9 
30.00 4 2.9 
31.00 4 2.9 
32.00 10 7.1 
33.00 12 8.6 
34.00 12 8.6 
35.00 14 10.0 
36.00 17 12.1 
37.00 13 9.3 
38.00 12 8.6 
39.00 8 5.7 
40.00 11 7.9 
41.00 5 3.6 
LTotal 
140 100.0 
As shown in Table 6.16, only about 3 percent of the students 
gave the same answers to less than 32 words in both scales, 
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suggesting that, in general, the students gave similar 
answers in both cases. 
Another way of checking the similarity between answers in 
both scales is to examine the frequency of "yea" answers to 
each item in DA and DC (see Table 6.17). 
Table 6.17º Frequency of "yes" answers to each item in DA and DC 
Item DA DC Item DA DC 
I Smart 72 76 22 Careless 19 22 
2 Stupid 4 6. 23 Predictable 32 22 
3 Handsome 32 41 24 Unpredictable 38 35 
4 Ugly 9 7 25 Organised 63 63 
5 Fat 20 10 26 Easy-going 94 78 
6 Slim 57 53 27 Inflexible 5 11 
7 Conservative 34 41 28 Anxious 29 26 
8 Liberal 59 42 29 Depressed t3 10 
9 Religious 33 27 30 Complicated 44 31 
10 Upper-class 7 16 31 Approachable 85 82 
11 Lower-class 15 11 32 Sincere 99 78 
12 Middle-class 92 76 33 Respectful 78 53 
13 Sociable 101 91 34 Optimistic 76 54 
14 Reliable 111 88 35 Rational 77 55 
15 Unstable 17 13 36 Agreeable 84 75 
16 Strong 64 63 37 Moral 64 42 
17 Weak 7 12 38 Unlucky 15 6 
18 Happy 98 83 39 Authoritative 26 27 
19 Sad 16 9 40 Over-cautious 20 14 
20 Indifferent 26 19 41 Unpopular 5 6 
21 Careful 79 58 42 Angry 7 4 
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The mean scores for DA were higher than those for DC and the 
pattern of differences between the frequencies of items 
(Table 6.16) in both scales reflect the differences between 
the two means. 73 percent of DA items were underlined by the 
students more frequently than the same items in DC, 
indicating again that the difference between the mean scores 
in both scales is largely due to those items which the 
students believe they have but do not think that others agree 
with them on their evaluation of themselves. 
Similar analysis was not performed on DA and DE since the DE 
effect on the correlation between DA and Health was not 
significant. 
The analysis of the relationships between students' responses 
to DA and DC provides one with some assurance about the 
interpretation of the findings on the Identity scales and 
Health. 
0 
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7.1 GENERAL DISCUSSION 
7.1.1 Introduction 
The aim of this study was to examine the relationships 
between Life Events, Social Support, Locus of Control, 
Identity, Sex, Polygamy, Culture and Health in British 
and Saudi students. 
It was proposed, on the basis of the available theoretical 
and empirical evidence reviewed in the present study, that 
these psychosocial factors and the sex of the students will 
be associated with the students' health. 
It was also suggested that changes in the psychosocial 
factors above create certain emotions which may lead to 
physiological changes which, if not restabilized by 
successful coping, could result in psychological and/or 
physical problems. 
Many researchers advocate that psychosocial factors can 
constitute threats to individuals and "stimulate a fight-or- 
flight reaction and its sympathetic nervous system and 
adrenaline-type hormonal arousal" (Maddi at al, 1987, p. 840). 
At this stage of civilization, people, in most cases do not 
neither fight nor run away from the danger they face, leaving 
this state of arousal at high level longer than what 
individuals are biologically equipped to cope with. 
Unfortunately for some people, such strain could increase the 
likelihood of being vulnerable to what are known as stress- 
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related disorders. The relationships between strain 
and health, as suggested by most contemporary theories 
involving these relationships, depend on a number of factors 
which may alter the effect of stress on health (Maddi et al, 
1987). These factors include Social Support, Locus of 
Control, Identity, Sax, Culture and the biological make-up of 
individuals involved. 
However, the present study not only acknowledged such 
propositions but also suggest that certain events elicit 
certain emotions and physiological changes which may in turn 
lead to specific illness. The relationships between each of 
the above factors and Health examined in the present study 
are presented in the following pages. In the interest of 
simplicity the British data will be discussed first in 
sections 7.1.2 to 7.1.6, followed by a section on Culture 
where the Saudi data and its relevance to that of the British 
is discussed. 
7.1.2 Life Events and_ Health 
A stressful life event is defined here as a stimulus that, 
one way or another, disturbs and demands readjustment of an 
average individual's normal routine (Kobasa, 1979). The 
relationship between stressful life events has been. reported 
by the majority of studies in this field during the last 
three decades. Although the strength of such relationships 
vary from one study to another, Cooke and Hole (1983) suggest 
that 32 percent of all psychiatric cases can be explained by 
stressful life events, and in females the percentage reaches 
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41 percent. In the present study, life events were measured 
by a modified version of the List of Recent Experience 
developed by Henderson of al (1981). Two methods of 
estimating the impact of experiences (subjective and 
objective), and two designs (retrospective and longitudinal) 
were used. 
It will be recalled that the present study proposed that 
stressful life events are associated with health and that 
such relationships were confirmed by the present findings. 
The retrospective data revealed that Rating of events 
(subjective) was significantly correlated with all Health 
measures, while the number of events (objective) was 
correlated only with six of these measures. It failed to 
correlate significantly with HN. Number of events also 
maintained lower correlation coefficients for all Health 
measures. The average correlation between Rating of events 
and all sections of Health was (0.335) compared to (0.216) 
for number of events. Higher correlation between Rating of 
events as opposed to Number of events was expected and 
consistent with previous studies. Subjective estimates of 
events improves their correlations with Health, probably 
because it reflects the subjective perceptions of the 
experiences of individuals involved (Tausig, 1982). However, 
the correlation between the two methods of estimating the 
impact of life events in the present study was (r O. 75, 
P=0.000). 
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Life events regardless of the scoring method used seem to be 
more-associated with the physical aspect of Health, while 
Social Support and Locus of Control seem to be more related 
to the psychological side of Health. Figure 3.1 and 3.2 and 
Table 3.3,3.4 and 3.5 indicate such trends. Number of 
events (NE) failed to correlate with Depression, and Social 
Support correlated poorly with Respiratory System (HB) and 
Cardiovascular System (HC) failures, while Locus of Control 
did not correlate with HB. The effect of Rating of events 
(RE) exceeded that of Social Support and Locus of Control on 
the physical side of Health, but fell below the effect of 
these two variables on the psychological aspect of Health. 
This trend persisted even after deleting items that could 
cause measurement contaminations from the life events 
measure. 
One possible explanation for this phenomenon Is that the 
relationships between life events and illness are reciprocal 
(Tausig, 1986; McFarlane et al, 1983). This implies that 
illness may cause events. If this is the case, one may 
speculate that Life Events were more related to physical 
illness in the subjects of the present study because those 
who were physically ill experienced more Life Events due to 
their weakness or increased error rate. 
It is also possible that, compared to Social Support and 
Locus of Control, Life Events were more associated with 
physical health rather than with psychological health, 
because the students' responses to events were conditioned 
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responses. It could be that they have learned during their 
childhood that playing sick or being sick pays. Most 
children catch their parents' (or others') attention when 
they are sick. This could have led them to play sick to 
avoid being blamed for the occurrence of a given event. 
Children who play this game may eventually develop real 
illness and once they get older this may become .a conditioned 
response to Life Events. 
The previous discussion involved the relationships between 
general Life Events and section of Health. Attention can 
now be diverted to the examination of the relationships 
between specific events and specific illness. For this 
purpose, the British responses to the Life Events scale were 
factor-analyzed in order to create sub-scales of the general 
scales. The factor analysis results revealed seven fActors 
and they were called; (1) Work stress, (2) Loss, (3) 
Disappointment, (4) Emotional and financial difficulties, (5) 
Uncontrollable events, (6) Changes in relationships and (7) 
Parent problems. 
The literature reviewed in Chapter 5 suggests that certain 
events are associated with certain illnesses and it was, 
therefore, expected that the sub-scales emerged from 
factoring the Life Events Scale would be related to the 
Health sections used in the present study. 
Results showed that some sub-scales were significantly 
correlated with some sections of Health. For example, 
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Emotional and financial difficulties were associated with 
anxiety (r=0.32, P=0.000), and work stress was associated 
with respiratory problems (r=0.25, P=0.002). In both cases, 
positive correlations were obtained. Students who reported 
higher emotional and financial difficulties were more 
anxious, and those who reported higher work stress reported 
higher respiratory problems. 
As has been discussed previously, certain events may elicit 
certain emotions and that may eventually lead to specific 
illness. Empirical research indicates, for instance, that 
"situations characterized by increased mental alertness and 
increased need for attention cause mostly an increase in 
adrenaline secretion. Situations including effort but not 
distress may increase adrenaline excretion but decrease 
cortisol excretion..... serum prolactin increases during 
monotony and boredom" (Arnetz et al, 1985, pp-537-538). In 
another study, it was found that among male prisoners, those 
who showed higher need for power and faced with stress 
related to this need, were found to have the lowest salivary 
level of immunogiobulin & and suffered the most severe 
respiratory problems (Locke et a1,1984). The present study 
results, then,, strengthen the specific events for specific 
illness hypothesis. 
The findings of this study presented above were based on the 
retrospective data and cannot, therefore, be used to 
establish the direction of causation between Life Events and 
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Illness. The direction of causality can be more effectively 
examined by longitudinal data (Frydman, 1981). However, 
considering their consistency with most of the available 
theoretical and empirical evidence, one is tempted to think 
of these findings as a useful step in understanding the 
relationships between Life Events and Illness. 
It will be remembered, however, that besides the prospective 
data, longitudinal data was also analyzed in the present 
study. In the latter, fewer subjects and only NE,. Social 
Support and Locus of Control as independent variables and 
general Health as a dependent variable were used, for the 
reasons mentioned in the previous chapters. It was proposed 
that Life Events, Social Support and Locus of Control at Time 
I and Time 2 will be associated with Health at Time 2 while 
controlling for Health at Time 1, and that Social Support and 
Locus of Control will interact with the effect of Life Events 
on Health. 
Results showed that Life Events at Time I and at Time 2 alone 
failed to predict the future Health of students. In other 
words, Life Events' effect on Health is conditional. For 
high stress to affect subjects' Health, their Social Support 
has to be low or they have to be Externals. 
These results are in line with the findings of Kobasa et al 
(1982). In both studies Life Events at Time 1 had no main 
effect on future Health, and Life Events either at Time I or 
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Time 2 affect Health only when other variables are 
considered; Hardiness in Kobasa's study and Social Support or 
Locus of Control in the present study. 
That Life Events have an interactive rather than main effect 
on Health may have resulted from one or more of the following 
factors: 
1) Time; six months may not be enough for illnesses to 
accumulate substantially (Kobasa et al, 1982) especially 
since the subjects of the present study were young 
university students and, therefore, not likely to fall 
ill at the same rate as other sections of society. 
2) The possibility that Life Events are not related to future 
Health and that previous Health is the best predictor of 
prospective Health (McFarlane et al, 1983). In the 
present study, the main effects of Health at Time I were 
significant in all the analyses of covariance computed 
here ranging from (F=12.38, P=0.001, to F=17.07, P=0.000). 
3) Stability of the relationships between the two variables. 
It is possible that the relationships between Life Events 
and Health reported in the retrospective data are 
"relatively stable over time, and the association between 
the two was similarly consistent" (McParlane et at, 1983, 
p. 166), explaining why Life Events did not predict future 
Health when previous Health is controlled in the 
longitudinal data analysis. 
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On the other hand, such failure could not be explained by 
what Kobasa et al (1982) called the time-limitation effect. 
They argued that Life Events failed to predict future Health 
in their study because some of . the 
Life Events reported by 
the subjects could have happened five years before the period 
in which the symptoms were estimated, decreasing their power 
to demonstrate a strong prospective effect on Health. In the 
present study this argument did not hold. Both concurrent 
and prospective estimates of Life Events did not show 
significant main effects. 
To summarise then, the retrospective data of the present 
study are in line with the accumulated evidence indicating 
that Life Events in the form of "Military combat, natural and 
man-made disaster, and bereavement all lead to significant 
elevations in morbidity and mortality" (Schroeder and Costa, 
1984, p. 860), and that a specific event may lead to a 
specific illness, while the longitudinal data of the present 
studies showed that Life Events could effect Health only in 
combination with Social Support or Locus of Control and that 
leads to the next sections. 
7.1.3 Social SuDDort and Health 
it is perhaps fair to say that Social Support is a concept 
which most social and health scientists show some interest in 
(Cohen and Syme, 1985). This is simply because social 
interaction is one of the most determinant factors of 
individuals' behaviour. This broad and persistent interest 
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in Social Support, besides the complexity of the concept 
itself, produced diversity over the definition and role of 
Social Support persons' well-being. 
In Chapter 1 of the present study, a comprehensive definition 
by Thoits (1982) was presented. Here, a short and flexible 
definition is adopted; "Social Support is defined as the 
resources provided by other persona" (Cohen and Syme, 1985, 
p. 4). 
As to the relationships between Social Support and Health, 
one could easily cite a large number of researchers who 
believe that Social Support theoretically and empirically 
plays an important role in people's psychological and 
physical health. Theoretically, Social Support relates to 
Health because it "(a) affects exposure to the disease 
agents, (b) influences susceptibility versus resistance to 
infection by the disease agent, (c) affects self-care or 
medical help-seeking once disease has been contracted or (d) 
modifies the severity of disease or the disease course" 
(Cohen and Wills, 1985, p. 352), and empirically, although not 
conclusive, Social Support seems to be related to Health. 
Having adopted a compromise short definition of Social 
Support and suggested that it may be associated with Health, 
another important issue is yet to be clarified= that is, how 
do people benefit from Social Support? The main concern here 
is not whether support from one's family is more beneficial 
- 351 - 
to him/her than support from peers or whether high dosage of 
support is superior to average support, but whether people 
benefit from the actual support or merely from their 
perception that Social Support is obtainable. 
The scale used in the present study is mainly about perceived 
support from the students' environment. Hence, the 
significant relationships between Social Support and the 
Health of students in this study may be due to their 
perception that Social Support is available or they are 
receiving enough of it rather than the tangible support they 
receive. 
Such findings, however, are not unique to the present study. 
There is evidence to suggest that people benefit more from 
the perceived rather than from the received support.. There 
are a number of possible explanations for such a tendency. 
One of these is that perception of support is an indirect 
measure of the actual support, and if so, there is no 
conflict between the two since the former is a reflection of 
the latter. Another serious explanation is that perception 
of support has an independent effect on Health regardless of 
the actual support. The latter explanation may represent a 
problem to Social Support research, for if perception of 
support is what matters then the effect may be attributed to 
personality or social cognition rather than to Social 
Support. However, there is some evidence suggesting that the 
effect of perceived support is mediated by the received 
- 352 - 
support (Wethington and Kessler, 1986). That both received 
and perceived support relate to each other may turn out to be 
the best interpretation of how Social Support associates with 
Health. 
The results of this study also revealed that Social Support 
tends to be related more to psychological Health than to 
physical Health, while as reported previously life events 
associate more with physical Health. The average correlation 
between social Support and the physical sections of Health 
was (-0.155) and (-0.378) for the psychological sections of 
Health. Social Support not only showed lower correlations 
with physical Health compared to the psychologcal Health but 
also it did not correlate with one of the physical sections; 
Genitourinary system (r=-0.077, P=0.185). In all cases, 
however, high Social Support was associated with better 
Health. The highest negative correlation obtained was with 
Depression (r -0.474, P=0.000). This is consistent with 
previous findings where Social Support was shown to have an 
effect on Depression (Cohen. and Mills, 1985). 
The above discussion was about the direct association between 
Social Support and Health. The interaction effect of Social 
Support on Health is to follow. 
The results of this study showed that Social Support has an 
interactive effect with RE on Anxiety (P=6.56, Pa0.012). 
Students who reported high stress and low support were very 
vulnerable to anxiety while those who reported high Social 
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Support coped well with stress. The question of main versus 
interaction effects of Social Support is yet to be answered 
by workers in the area of Social Support and Health. The 
available studies on Social Support do not seem to be 
consistent regarding what kind of effect Social Support has 
on Health; in some studies Social Support tends to have a 
main effect, in others, Social Support has an interaction 
effect, yet in other studies it has both. It has also been 
reported in a number of studies that the effect of Social 
Support sometimes exceeds that of life events, leading one to 
wonder whether concern with its mediation is appropriate 
(Norris and Murrell, 1987). 
There are, however, some methodological problems which may be 
responsible for failure of some studies to obtain a 
significant interaction effect of variance or multiple 
regression. Especially with small samples, it is difficult 
to obtain a significant interaction between Social Support 
and stress (where support may either partially reduce or 
totally buffer the effect of stressful. event on Health) 
because effects are divided between main effect terms and the 
interaction term (Cohen and Mills, 1985), in these 
statistical methods. 
Nevertheless, a main effect and an interaction effect of 
Social Support are hardly separable, for support has two 
dimensions; potential and actual, the former is converted to 
the latter by a stressful experience (Jacobson, 1986). 
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7.1.4 Locus of-Control-ond Health 
Locus of Control, as introduced by Rotter (1966), divides 
Individuals as Externals and Internals on the basis of their 
attribution of the cause of reinforcement. Externals can be 
defined as "attributing the cause of reinforcing events to 
environmental factors, or luck, and Internals as perceiving 
reinforcement as contingent upon personal factors" (Chaney 
and Bugental, 1982, p. 213). 
Locus of Control is a construct which people learn from past 
experience (Antaki and Brewin, 1982). Individuals do not 
inherit a tendency to perceive the outcome of their actions 
as being controlled by them or by the environment. The 
majority of researchers in the field also support this 
assumption (Daman and Simpson-Housley, 1985). 
As to the relationships between Locus of Control and Health, 
the available literature indicates that Internals are better 
copers in the face of stress (Johnson and Sarason, 1978), and 
seem to suffer from less physical symptoms compared to 
Externls (Ruback at a1,1986). 
It was suggested that Internals' tolerance of stress would be 
greater than that of Externals, not only because they may 
behave in a way which might protect or improve their health, 
but also because they possess some sort of mental ability. 
such as the tendency to believe that they can change events 
through their own efforts (Allen, 1983), that enables them to 
cope against the effect of stress on their health and/or 
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maintain a good general health and well-being, regardless of 
the presence of stress. 
Locus of Control in the present study was measured by Locus 
of Control of Behaviour; a new and short scale (17 items) 
developed by Craig et al (1984). 
The study results showed that Locus of Control, like Social 
Support, seems to operate in a selective manner and tends to 
be more related to psychological'Health than to physical 
Health. It failed to correlate with Respiratory system (HB) 
and -its average correlation with the physical sections was 
smaller than its average correlation with the psychological 
sections (r=0.206 and r=0.362 respectively). 
The correlation between Locus of Control and all sect. ions of 
Health except HB was not surprising. It merely confirms the 
theoretical and empirical literature accumulated through the 
last two decades since it was introduced by Rotter (1966) 
(Blankatein, 1984; Johnson and Sarason, 1978; and Ruback et 
al, 1986). 
Assuming that Locus of Control does relate to Health, leads 
to the question of whether it buffers the effect of stress on 
Health. As mentioned previously there is some evidence to 
suggest that Locus of Control intervenes with the effect of 
stress on Health and that was also supported by the findings 
of the present study. Locus of Control interacted 
significantly with Life Events on two sections of Health: the 
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Respiratory system and the Genitourinary system. 
The advantages which Internals have over Externals, argues 
Allen (1983) is that Internals, unlike Externals, believe 
that no matter what happens to them, they always have some 
control of the outcome, and as a result do not feel helpless 
in the face of events. 
This feeling of being in control was found to be a 
determinant factor, even in infants' emotional responses. In 
one study those who were allowed to control the action of 
toys showed less distress than those who had no control over 
the toys (Lewis at al, 1984). 
Studies with older subjects indicate that Externals' 
behaviour is similar to that of the helpless (Lefcourt, 
1980). Being helpless, as suggested by the helplessness 
theory, is associated with Depression (Seligman, 1975) and 
consistent with the present study results; the highest 
correlation between Locus of Control and Health sections was 
with Depression. ' Further discussion on Locus of Control will 
be presented in the Culture section. 
7.1.5 Identity and Health 
Although there is no general consensus among psychologists 
defining Identity, it is defined here as "a dynamic social 
product, residing in psychological processes, which cannot be 
understood except in relation to its social context and 
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historical perspective" (Breakwell, 1986, p. 9). 
Psychologists inherited the concept of self from philosophy, 
abandoned it, for not being able to study it scientifically 
(when behaviourism began to attract many researchers), and 
then renewed their interest in it after recognizing that the 
exclusion of self from psychological research may reduce the 
possibility of an accurate explanation of human behaviour. 
In line with the growing interest in self, Higgins at a1 
(1986) argued that individuals' self-discrepancies could be 
one of the cognitive factors that may serve as vulnerability 
signs for emotional problems. 
Higgins and his colleagues' suggestions reflect the recent 
development in the Identity field. For Instance, Bre. akwell 
(1983,1985,1986) warned against the psychological 
difficulties which may result from threats to individuals' 
Identity, and Higgins and his colleagues' work on self- 
discrepancies showed that certain self-discrepancies could 
lead to specific emotional states. They found that conflict 
between real and ideal self (from the indiyidual's own 
standpoint) associates more with dejection from perceived 
loss of mastery, while conflict between real and ideal self 
(based on what the individual think some significant other 
person think he/she is or wishes him/her to attain) relates 
more to dejection from perceived or anticipated loss of 
social esteem. They also showed that these different 
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emotions are linked with different psychological problems; 
Depression in the former conflict, and Anxiety in the latter 
conflict. 
Other studies have also revealed that self-concept or self- 
discrepancy may be related to a range of psychological and/or 
physical problems (Burns, 1979), and to individual's general 
well-being (Sammon at al, 1985). 
Taking these suggestions and the studies on Identity reviewed 
in Chapter 6 into consideration, it was proposed that both 
self-concept and discrepancy between selves are associated 
with Health. 
Identity in the present study was measured by the "I am/am 
not" scale developed for the purpose of this study. In the 
"I am/am not" scale students were presented with six 
statements and 42 adjectives under each statement and were 
asked to underline the word(s) that is/are applicable to 
them. Each of the six statements refers to different aspects 
of self, ranging from the real self to the ideal self as seen 
by others. The six statements were; (1) 1 think of myself 
as, (2) I used to think that I was, (3) Others think of me 
as, (4) Others used to think of me as, (5) I would like to be 
and (6) Some people want me to be. The same 42 adjectives 
were used under each statement (see Chapter 6 for more 
details). 
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The present study results indicate that the more positive the 
students thought about their real-self, the less depressed 
they were, and the more positive they thought others think of 
them, the less sensitive they were. The relationships found 
here, between Identity and Depression is consistent with 
previous studies on Identity and Depression as reported by 
Burns (1979). 
On the other hand, it was found that the association between 
real-self (DA) and Health was mediated by how the students 
think others think of them (DC). For instance, positive 
image about one's self was associated with less Depression 
symptoms only if the students thought that others agree with 
them on what they thought they were. This is in agreement 
with Breakwell's position on the relationships between the 
way in which individuals see themselves and how they are seen 
by others, where she suggests that disagreement between the 
two may not be beneficial to individuals' well-being. 
However, the validity of measuring the ideal-self (DE) and 
the ambiguity of the content of the Identity scales, 
especially when subjects are provided with a list of 
adjectives and asked to answer them more than once with 
different instructions (for instance, having subjects' 
respond to the same scale with different purposes; to 
represent their real-self and then their ideal-self) has 
been questioned by some researchers. 
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The first argument about the validity of DE is based on the 
small variation frequently observed in the subjects' responses 
to the scale, indicating that subjects may, after all, respond 
to the scale in"accordance with their knowledge of what is 
appreciated by society, leaving the researchers with similar 
responses for the majority of subjects. This argument did not 
seem to be applicable to the present study, for variations in 
DE were similar to variation in other scales as reported in 
Chapter 6. 
The second argument concerns the content of Identity scales, 
especially when subjects are presented with two identical 
scales under different headings; for instance, one under "I 
think of myself as" and the other under "Others think of me 
as", to measure their actual self as seen by them in the former 
and their actual self as seen by others in the latter. The 
problem with such a method arises when researchers use 
quantitative method to evaluate students' responses to these 
scales and assume that the closer the sum of scores the less 
discrepancy between the two aspects of self and vice versa. In 
such a case it is difficult to know what qualities the student 
thinks he/she has, what qualities does he/she think others 
think he/she has and what are the qualities which the student 
thinks he/she has and believes that others see these qualities 
in him/her as well. 
To tackle this problem a number of descriptive statistical 
methods were used here to find out whether or not obtaining 
similar scores on two different identity scales indicate that 
the student chose the same adjectives. 
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The mean scores for DA and DC were 52.764 and 46.273 
respectively, indicating that the students think that they were 
underestimated by other. Results revealed that in DA and DC 
only about 3 percent of the students gave the same answers to 
less than 32 words in both scales, indicating that, in general, 
the students gave similar answers in both cases. It was also 
found that the pattern of differences between the frequencies 
of items in both scales reflect the differences between their 
mean scores (52.764 for DA and 46.273 for DC). 73 percent of 
DA items were underlined by the students more frequently than 
the same items in DC, suggesting that the difference between 
the mean scores In both scales is largely due to those items 
which the students believe they have but do not think that 
others agree with them on their evaluation of themselves (for 
more details see Chapter 6). The above analysis of the 
relationships between DA and DC increase one's confidence in 
the interpretation of the present study findings on the 
Identity scales and the students' health. 
7.1.6 Se Differences 
Sex differences are perhaps, one of the most investigated and 
controversial topics in psychology. The existence of physical 
differences and their related differences (sports, etc) are 
obvious. Confusion, however, arisen when differences in mental 
functions are at stake. To a certain extent, much confusion 
originates in the explicit or implicit belief on the part of 
some researchers that, since women are physically different to 
men, or because women were seen as inferior to men in some 
religions, they ought to be different in all aspects of life. 
On the other hand, some researchers start their research with 
the intention of proving that the other side is wrong and tend 
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to attribute most sex differences to environmental factors. 
Such tendencies, combined with the complexity of the 
interaction between biological and environmental factors, may 
explain the existence of conflicting theories on sex difference 
and similarities available in the related literature. Take an 
example of the attempts made to clarify why women frequently 
report more Depression symptoms than men. The following 
theories have been suggested as an explanation for sex 
differences in Depression: 
a) "The difference is artificially created by a sex-bias that 
overestimates the number of female depressives and causes 
over-diagnosis on the part of the health-care professions. 
b) Women have a unique biological vulnerability to 
depression. 
c) Women are more likely to suffer from depression due to 
their social and marital roles, and, 
d) Depression in our society Is often due to the conflict 
created by compliance on the part of both sexes to 
traditional sex-role" (Steinberg et al, 1987 p. 8). 
Results of the present study indicate that there are some 
differences and some similarities between males and females in 
the psychosocial factors and Health sections investigated in 
this study. These differences and similarities are discussed, 
along with possible explanations of how they come about, in the 
following pages. The most interesting observations on the role 
of sex in stress and illness are the differences, in life 
events (not significant), general Health, and some sections of 
Health. Males reported more events but suffer less symptoms, 
while females reported lese events but suffer from more 
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symptoms. Females reported significantly more symptoms on H, 
HC, HH and HN. Differences in HN (Depression) although barely 
significant (F=3.96, P=0.048) are consistant with the commonly 
held belief, and a large body of research, indicating that 
women are more vulnerable to Depression than males. 
That women experience less events, yet suffer from more 
symptoms, for instance their mean score in general Health was 
significantly higher than that of males (F=6.75, P=0-01), in 
contradictory for many reasons: 
1) It is well documented in the literature of stress and 
illness that more stress is associated with more symptoms. 
Compared to. males, females' results indicate the opposite; 
less stress, but more symptoms. 
2) It is also known that poor Health is associated with high 
mortality. Therefore, high incidence of illness among 
women (reported in this study and other studies) dispute 
the fact that male life expectancy is about four years 
short of females. 
3) Females in this study reported more Social Support than 
males, and there is some evidence that females make good 
use of the support they receive (House et al, 1985). 
4) Females are equipped physically to tolerate stress more 
than males. When under stress, females' adrenaline 
response is much weaker than males' adrenaline response 
(Green, 1987). Taken together, these reasons suggest that 
women may be less vulnerable to illness. 
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It is possible, therefore, that females' reported higher 
incidents of illness may not after all reflect real illness. 
Females' complaints could be coded messages "where they, 
having trouble in various areas of life, choose consciously 
or unconsciously to convey these in bodily terms" (Racy, 1980 
p. 212). Somatic symptoms then may, therefore, be more 
prevalent in females, explaining why they report more illness 
than males. Such an explanation is in line with the fact 
that women live longer than men and with the suggestion that 
women tolerate stress more than males. 
Results also indicate that women may be more sensitive to 
stress. This is evident in the differences although not 
significant, in mean scores for Number of Events (NE) and 
Rating of Events (RE); males' mean scores were, 13.76 for NE 
and 522.01 for RE, while females' mean scores were 12". 05 and 
537.37 respectively. In other words, females experience less 
events but rate as stressful more than males. Females' mean 
scores for sensitivity were also slightly higher than those 
of males (1.15 and 1.26) respectively. 
In both cases, by reporting more Health complaints and being 
more sensitive, females may, as suggested by Racy (1980), be 
responding to social pressure and expectations. They respond 
to Social pressure by more somatic symptoms and to social 
expectations by being more sensitive. The role of society in 
women sensitivity may originate in the persistently held view 
by males and some females that girls are weaker than males 
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and events are supposed to be more stressful to them than to 
boys even if this is not the case. 
On the other hand, females were more externally orientated 
than males. Most research findings in this field are 
consistent with this finding. Such tendency also confirms 
the theoretical argument which suggests that externality may 
reflect the real world of 
women feel less in control 
Externals (Thoits, 1987). 
thought they received more 
males. There are a number 
observation: 
Externals (Day, 1984), and since 
of their lives they tend to be 
Results also indicate that females 
Social Support from others than 
of explanations for this 
a) Females seem to benefit from talking with intimate 
friends about problems and feelings more than men (Cohen 
and Mills, 1985). 
b) Females seem to maximise the benefits which they can get 
from available relationships with friends and relatives 
(House et alg, 1985). 
c) It is also possible that both sexes tend to be more 
supportive to girls than to boys (Stokes and Wilson, 
1984). 
The. lact variable in which comparisons between males and 
females were made was Identity. Results indicate that males 
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obtained slightly higher means on DA, DB, DE, and DF, than 
females, while the opposite is true for DC and DD. Although 
none of these differences were significant, it seems that 
females tend to think that others think of them, as well as 
used to think of them more positively than did males. On the 
other hand, males rated themselves more favourably than 
females on all the remaining scales. More on Sax and 
Identity Is presented in the Culture section. 
However, it is possible that mean scores on the identity 
scales for both sexes did not reach the significant level 
(contrary to some previous findings) because both groups were 
university students and, therefore, females no longer think 
that they are different from males or it could be that, due 
to social attitudes changes in favour of women, their self- 
image changes as well (Wallace et al, 1984). 
7.1.7 Culture and Health 
In this section differences or similarities thought to be 
indicative of cultural influence on the British and the Saudi 
students' data are discussed. 
While attempting to highlight such differences and 
similarities, it should be emphasized that no direct 
comparisons were made between the two groups, and that these 
notes are solely based on the trend of the relationships 
between the psychosocial factors investigated in this study 
shown by each group. Reasons for adopting this method of 
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comparison were given in the previous chapters. 
Hatch (1985) defines culture as "the way of life of a people. 
It consists of conventional patterns of thought and 
behaviour, including values, beliefs, rules of conduct, 
political organization, economic activity, and the like, 
which are passed on from one generation to the next by 
learning and not by biological inheritance" (p. 178). These 
thoughts and behaviours determine, to a certain extent, the 
way in which individuals in a given culture interpret the 
world around them and influence the way in which people form 
and express their emotions. 
Culture influences individuals' identities and general 
behaviour by filtering out the culturally unacceptable 
experiences and memory through a process by which they are 
left to starvation "by the expedient of providing no 
linguistic, conceptual, and memory schemata for them and by 
channelling later experience into the experience schemata of 
the culture" (Schachtel, quoted in Levy, 1984, p. 225). 
In line with these conceptualizations, literature on Culture 
in general and Health in particular (see the review in 
Chapter 6) suggest that Culture, indeed, has an effect on a 
wide range of human behaviour and Health, and expected 
therefore, to leave its marks on the British and the Saudi 
students' data. Data concerned are now presented. 
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Life Events: As has been noticed in the British data, Life 
Events seem to be more related to physical Health of the 
Saudi students, while Social Support and Locus of Control tend 
to correlate more with the psychological side of Health. 
Possible explanations were given in the British section. 
Rating of Events was also found to be stronger as indicative of 
Health than Number of Events. 
On the other hand, the role of Life Events in future, Health, 
as found in the longitudinal data,. differs from its role in 
the same data for the British students. Life Events both at 
Time I and at Time 2 were not related (except in combination 
with Social Support or Locus of Control) to Health at Time 2 
for the British while for the Saudis, Life Events at Time 2 
were related to Health at Time 2. 
Perhaps Life Events at Time 2 were associated with the 
Saudis' Health simply because their Health mean scores were 
higher than that of the British. However, Life Events at 
Time 1, like in the British, did not predict the Saudis' 
Health at Time 2. See the British section for possible 
reasons. 
Scific Ev. n g for Boecific Illness= like both the British 
students' results and the Saudi students', results indicate 
that some specific events are related to some specific 
illness. The highest correlation for the British students 
was between Emotional and Financial difficulties and Anxiety 
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(r=0.320, P=0.000), while that of the Saudis was between 
Family Stress and Frequency of Illness (rsO. 34, P. 0.000). 
For both groups, however. Depression seems to be correlated 
with two similar types of events. The common denominator 
between these two types of events was financial problems. 
They also contain items on personal relati-onships, offering 
some support for Rutter's (1981) finding in which significant 
relationships between disturbed interpersonal relationships 
and depression were found. 
Emotional and financial difficulties for the British students 
and Growing-up problems for the Saudi students seem to be 
very important aspect of their lives. But one should not be 
surprised, since these two factors involve social 
relationships and financial problems which are crucial 
elements in students' lives. These findings are consistent 
with Williams at al (1981), who noted that the explanatory 
power of such events in Health overrides that of other events 
usually seen as major stressors. 
Social Suooort: In general the relationships between Social 
Support and Health were weaker for the Saudi students than 
for the British. Perhaps as indicated previously Social 
Support is more or less high for all the Saudi students, or 
that the scale had not discriminated adequately between high 
and low Social Support among the Saudis. The latter 
explanation has been raised by Berkman (1985). She noted 
that: in a very socially cohesive and well-integrated 
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population, differences in vulnerability to risk are not 
easily deducted. This could occur when the differences are 
negligible, or when the measure misses the key points which 
really characterize the low and the high socially supported 
groups. 
Because cultural contexts "shape the ways in which individuals 
define support, as well as give, get, accept, or reject it" 
(Jacobson, 1986), the same answer given by a Saudi and a 
British student to the same question may not mean the same 
thing to these students. This may be beyond the differences 
between the British and the Saudi students in Social Support. 
focus of Controls The first thing to note about Locus of 
Control was that the Saudis were found to be more External 
than the British. The British mean score was 30.586 Mhile 
the Saudis' mean score was 36.285. Such a difference is 
consistent with previous cross-cultural studies where 
Easterners were frequently found to incline towards an 
External Locus of Control. Another possible explanation is 
that the Saudis believe unconditionally in the influence of 
God over all matters and acknowledge the importance of 
submitting to His will, a tendency that cannot be equally 
found in the West (Al-Kani at al, 1986) and could have 
influenced the Saudis' responses to the Locus of Control 
scale. 
On the other hand, the independent relationship between 
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Locus of Control and Health for the Saudis was similar to its 
independent relationship with the Health of the British 
students as indicated in the retrospective data for both 
groups. However, Locus of Control as a moderator of stress 
seems to be more effective with the Saudis than with the 
British. 
Unlike the British students, Locus of Control did not seem to 
affect the Saudis' future Health. General explanations were 
suggested as to why this should be the case: 
a) The Saudi students who participated in the longitudinal 
element of this study were all males while the British 
were mainly females and there is some evidence that 
significant results are more likely to be found with 
females' data than with males' data (Schroeder, 1984; and 
Dyal, 1984). 
b) There have been some suggestions indicating that 
psychosocial factors are more likely to relate to Health 
in the developed rather than in the developing countries 
(Bebbington, 1987; Ai-Khans at al, 1986; and Dyal, 1984). 
c) It is possible that the Saudi male students' externality 
reflects their Health conditions. They may, as a result 
of illness, feel that they have no control over the 
outcome of events. In such cases, externality is caused 
by poor Health rather than causing it, explaining why 
Locus of Control was associated with their Health but 
could not predict it. 
I 
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d) The scale, although it was able to differentiate between 
Internals and Externals, failed to predict the Saudis' 
Health, for there may be differences between Externals 
themselves which is beyond the focus of the scale itself 
(Friedberg and Friedberg, 1985). It is possible that 
while two Externals may feel that there is nothing they 
can do to influence the outcome of events around them, one 
of them thinks that there are some people who can, while 
the other person thinks that neither he/she-nor anybody 
can manipulate events. The former may suffer more because 
he/she singled him/herself or his/her group out as 
victim(s) of circumstances, while the latter accepts what 
happened as just one of those things that can happen to 
anybody. Perhaps External Saudi students, because of 
their religious beliefs, do not suffer from their lack of 
control over events as long as they think they are-brought 
upon them by God, and could happen to anyone. 
As far as the last possible explanation is concerned it may 
be more beneficial for psychological research if Locus of 
Control scales include items that could not only 
differentiate between Internals and Externals or "good guy - 
bad guy" (Palenzuela, 1984), but also discriminate between 
each group according to what being in or out of control means 
to them. Taken together, this argument and the debates over 
the dimensions of both the Locus of Control scales 
(Ashkanasy, 1985) and the Locus of Control construct itself, 
it seems, contrary to earlier claims, that Locus of Control 
construct may be multidimensional rather than unidimensional. 
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Other possible methodological problems which have affected 
the relationships between Locus of Control and the Saudis' 
future Health were given in Chapter 4. 
Identity and Health: The first thing to note in the British 
and the Saudi data on Identity is that the Saudi tend to give 
more extreme rating than the British. The Saudis' highest 
rating was 5.797 and the lowest was 0.241, while for the 
British the highest rating was 5.273 and the lowest was 
0.345. The second point is the difference in the 
desirability of the adjectives. The most desirable adjective 
was "happy" for the British and "respectful" for the Saudis. 
The two different priorities may reflect the cultures' effect 
on the relationships between individual and society in the 
Eastern and Western world. 
However, the Identity disparity between "I think of myself 
as" and "I would like to bell is more noticeable in the 
British than in the Saudis. There In a parallel for this in 
Furnham and Kirris (1983) findings that the British self- 
image disparity was higher than the Greek Cypriots. 
The Saudi positive self-image was, like the British, 
associated with less Depression symptoms. Similar findings 
have been reported by (Burns, 1979). It will be recalled 
that it was proposed that DC and DE would affect the 
relationships between DA and Health. DC would strengthen the 
relationships between DA and Health, while DE would weaken 
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such relationships. The agreement between what a person 
thinks of him/herself (DA) and what others think of him/her 
(DC) may be necessary for maintaining balanced psychological 
functioning (Breakwell, 1983), and disagreement between DA 
and (DE) may not be beneficial to human well-being (Burns, 
1979). 
Results for both the Saudi and the British support the above 
suggestions. Students who think positively about themselves, 
and at the same time think that others think positively of 
them, enjoy better Health. In fact, when DE was controlled 
for, the significant relationships between DA and some 
sections of Health disappeared. On the other hand, 
controlling for DE increased the size of the correlation 
between DA and Depression for the Saudi students, indicating 
that DE weakens the relationships between DA and Depression. 
Higgins (1987), found that discrepancy between the actual and 
the ideal self relates to Depression. The present study's 
findings are consistent with that of Higgins. It is also 
important to note that both studies relate certain conflict 
to certain psychological state, supporting the specificity 
hypothesis proposed in the present study (see Chapter 5). 
Sex Differences: Sex differences in Depression 
were significant for both groups. However, the 
Saudi females' mean scores on Depression was clearly 
different than that of the Saudi males (F=13.09, P"0.000) 
while the difference between the British females and males 
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was not only barely significant (F=3.96, P=0.048) but also 
failed to reach a significant level in another anova with fewer 
subjects and a different variable (P=3.483, P=0.064). Both 
anovas can be found in Appendix E, on page 476 with RE, and on 
page 480 with NE. In sensitivity, Saudi females did differ 
significantly from Saudi males, while the British females' mean 
score in sensitivity was higher than British mean score but did 
not reach a significant level. The sex differences for the 
Saudis' were not limited to some sections of their Health but 
they also interacted with stress effect on three psychological 
measures. Saudi females, when under stress, were found to be 
more depressed, sensitive and tense than the Saudi males. 
Chaleby (1986) reported that 65 percent of the Saudi females In 
his sample indicate that stress may be responsible for their 
psychological problems compared with 36 percent of the male 
population. In Western societies it has been suggested that 41 
percent of females' psychological difficulties can be 
attributed to stress, suggesting that Saudi females may be more 
sensitive to stress and/or actually under more stressful events 
than Western females and Saudi males. 
It has been suggested in previous chapters that, for Saudi 
women, social interaction and behaviour in general, are 
restricted by rigid traditions, and that attempts to belittle 
or disobey them are not tolerated. Both the present study and 
Chaleby's study suggest that they may abiding these traditions 
at the expense of their psychological well-being. 
Such observations emphasize the importance of environmental 
factors in sex differences. Saudi women, by reporting more 
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depression symptoms and being more sensitive than Saudi males 
in patterns not found in the British students may reflect the 
amount of pressure placed upon them by society and this can 
be seen as evidence of the importance of environmental 
conditions in sex differences. The effect of environmental 
factors may also be highlighted by discussing sex differences 
in Life Events, Social Support and identity among the British 
and the Saudi students. 
In Life Events, British females' mean scores did not differ 
significantly from males' mean scores while they did for the 
Saudis. This was simply because Saudi females, unlike Saudi 
males, spend more time at home, travel (in most cases) when 
accompanied by males' and the majority work as teachers. 
Under such conditions the probability of them encountering as 
many events as the Saudi males is substantially reduced. On 
the other hand both the British males and females have more 
or less the same opportunities in all aspects of life; thus, 
the likelihood of both sexes encountering similar events is 
much higher than with the Saudis. 
In Social Support, there was a significant difference between 
the British males and females but not between the Saudi males 
and females. it was suggested previously that the Saudi 
males and females reported receiving more or less similar 
Social Support because such support in Saudi Arabia may be 
easily accessable to all and that both sexes' responses to 
the Social Support scale reflects just that. 
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In Identity, it was expected that females would think of 
themselves less favourably than males. This was supported. 
but not significantly, by the trend in the British males' and 
females' mean scores difference in "I think of myself as" 
(DA). On the other hand Saudi females, surprisingly, rated 
themselves as highly as Saudi males did. Considering, as 
indicated in Chapter 4,. how Saudi people treat women, one may 
expect their self-image to be lower than that of males. 
However, the results of the present study in which such a 
difference was not found, may reflect Saudi young females' 
attitude change towards their status, following modernisation 
which has taken place in Saudi Arabia. It could be the case 
that Saudi females University students (because being a 
university students is quite a boost for their self-image as 
it differentiates them substantially from the remaining Saudi 
females), may indeed, no longer see themselves as inferior to 
males or they may be expressing their dissatisfaction about 
the ways in which they are seen by society. 
However, in response to what they think others want them to 
be, Saudi females, unlike males, indicate significantly that 
people may not be too keen on the improvement of the position 
of females in society. This low expectation on the part of 
the Saudi females may have arisen from the fact that, after 
graduation, they have very limited opportunities as far as 
their careers are concerned. 
Polvaamv and Healths Polygamy is having more than one wife, 
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and Is a practice allowed by Islam under certain conditions 
(see Chapter 4). it was suggested that having more than one 
wife under the conditions laid out by Islam is useful for 
both men and women, but polygamy "has been abused in some 
time and some places" (Lemu and Heeren, 1978, p. 27) and when 
this is the case the old wife may not tolerate the event and 
her dissatisfaction may be reflected in her behaviour towards 
the family. As a result children may become under pressure 
as they (1) no longer receive the attention they used to 
receive from parents, (2) may feel angry towards their 
fathers, (3) may feel sorry for their mother, (4) may feel 
guilty and/or may feel that they have an obligation to force 
their father to divorce the new wife and restore their 
mother's pride. On these bases it was expected that the 
Health of children of fathers married to more than one wife 
may differ from that of children whose fathers were married 
to their mothers only. 
Exposure to Polygamy here refers to: being a child of a 
father who is, or was married to one or more women besides 
the student's mother, regardless of whether or not the child 
has lived with those wives under one roof. To be in this 
group a student's father should have been married to another 
woman while he is still married to the student's mother or 
that student's mother married his/her father as a second 
wife. 78 students fell under this definition. 
Results indicated that although the polygamy group mean 
scores in all sections of Health were higher than the mean 
- 379 - 
f 
scores of the other group, none of these differences reached a 
significant level. 
On the other hand, polygamy interacted with Number of Events 
(NE) on H (P=5. O7, P=0.025) and HB (Fa7.63, PaO. 006). 
Students exposed to Polygamy reported more general and 
Respiratory symptoms compared to students who did not when 
both groups were under stress. However, when NE was replaced 
by Rating of Events (RE) the interaction between NE-and 
Polygamy on HB disappeared and different interaction emerged. 
RE and Polygamy interacted on HN. Students of fathers 
married to more than one wife were more depressed than those 
whose fathers were married to their mothers only. It seems 
then, that Polygamy alone may not be stressful enough to 
affect the Polygamy group Health, but when combined with high 
stress the two factors were found to be related to poor Health. 
The present study's results support Racy (1980) who suggests 
that Saudi females$ Health may suffer from Polygamy and 
Chaleby (1986) who argues that Saudi young males may be 
vulnerable to psychological problems as they sometimes have 
to assume fatherly duties while they are not ready for it as 
a result of divorce or the introduction of another into the 
family. 
In the following pages, in the light of the findings 
summarised above, implications for future research and 
preventative psychology, and a suggested model for the 
relationships between psychosocial factors are presented. 
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7.2 CONCLUSIONS 
Several conclusions can be drawn from the present study 
results. The first conclusion is that stressful life events 
are related to health, supporting the conclusion of Maddi et 
al (1987) in this regard. This conclusion was based on the 
various ways in which such a relationship was examined and 
showed reasonable consistency. 
To elaborate more on this point, it is perhaps useful to 
check the methods used in this study against the criticisms 
that research in this area frequently receives. Stress and 
illness research is thought to be vulnerable to a number of 
criticisms (Dohrenwend and Dohrenwend 1978, Schroeder and 
Costa, 1984 and Cohen and Mills, 1985). These criticisms 
include: 
1) The relationships between psychosocial stress and 4llness 
has been exaggerated in the psychological literature, 
2) Most studies were based on retrospective methods, 
3) Life events lists contain items that reflect the physical 
health of subjects, 
4) Prior health's relation to later health is another way of 
contamination when other sources of contamination were 
eliminated, 
5) Items In-life events scales may be direct symptoms of 
psychopathology, 
6) Many items in the life events scales are ambiguous (for 
instance, items like revision in personal habits), 
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7) Some life events scales items elicit subjective reporting 
biases, 
8) Most studies rely on self-report methods of collecting 
data, 
9) Some studies use unrepresentative samples. 
To a certain extent none of the above problems seems to be 
operative in the present study. Criticism related to 
contamination in measurement, 3), 5) and 7), were ruled out 
since in Chapter 5 significant relationships were found 
between certain types of events and illness. Some of the 
sub-scales used in Chapter 5 do not contain health-related 
items of any sort, or contain subjective items. Criticisms 
2) and 4) were also ruled out for significant effects found 
in the retrospective data were supported (when combined with 
LCB or social support for the British and concurrent events 
for the Saudis) by the longitudinal results while prior 
health was controlled for in the analysis of co-variance 
computed in Chapter 3 and Chapter 4. As to criticism number 
6) no items of that kind were Included in the life events 
scales used in this study. As far as criticism number 8) is 
concerned, self-report was found to be a reliable source of 
information about life events and about health. Maddi et al 
(1987) found that agreement between their subjects' self- 
report and physicians averaged 89 percent. In another study 
a test-retest method was used to examine the reliability of 
self-report of physical health problems occurring during the 
last year. A health questionnaire was administered on two 
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occasions, two weeks apart. Correlation between test-retest 
for six health measures ranged from 0.66 to 0.91 (Blotcky et 
al, 1984) and finally, the two samples. As to criticism 9), 
the sample of the present study is fairly representative of 
the British and the Saudi students. The samples include a 
reasonable number of students from different fields of study. 
Nevertheless, the correlations among the psychosocial factors 
included in this study and health range from Low to Moderate. 
This level of correlation, found also in the majori. ty of 
research in the psychosocial factors - illness research, and 
the inconsistent causal link between these factors and Health 
warrant a need for new research strategies in this field. A 
hypothetical model of the relationships between psychosocial 
factors and illness will be presented in the following pages. 
Although no direct comparisons were made between the British 
and the Saudi students in life events and in health, it seems 
that cultures may influence the relationships between these 
variables, but in general the proposed relations between them 
may be found in different cultures. However, social support 
seems to be a culture-sensitive factor. In the sense that 
its relation to the other variables differs the most from one 
group to the other group but consistent with previous 
research social support seems to be beneficial to health in 
most cultures (Berkman, 1985). Saudi students tend to be 
inclined towards externality. Correlations between Locus of 
Control and the Saudis' Health were stronger than those of 
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the British, but Locus of Control did not predict the Saudis' 
Health. 
Polygamy by itself was not found to relate significantly to 
the Saudi students' health; however, when under high stress, 
those who were exposed to polygamy seem to suffer from more 
general health and respiratory problems and depression than 
those who were not exposed to polygamy. The effect of 
culture was also evident in the large differences found 
between the Saudi males and females as opposed to those found 
between the British males and females. 
6 
Rating of events compared to counting the number of events 
Was found to be the stronger indicator of both the British 
and the Saudi health. 
Life Events, Social Support and Locus of Control are 
associated with health, in a selective manner. Life Events, 
in general, seem to relate more to the physical sections of 
Health while Social Support and Locus of Control seem to 
correlate more with the psychological sections of Health. On 
the other hand, specific types of Life Events were found to 
be linked with certain types of illness. Obviously, since 
studies in which such hypotheses were tested are rare, one 
should treat this finding with great caution. Nevertheless, 
these findings support the latest, but far from being proved, 
theoretical and empirical evidence emerging from both 
psychological and physiological research. 
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Identity also seems to be related to health. The 
relationships between "I think of myself as" for instance, 
and health depend on what the students think others think of 
them; considering either one of the two aspects of identity 
alone reduces their effect to a negligible level. In 
general, relationships between the Identity scales used in 
the present study and Health seem to be related to the 
interactions between these scales. 
Taken together, the findings of the present study are two- 
fold; 
1) they confirm and expand previous findings and 
2) they explore possible connections between specific 
psychosocial factors and specific illness. 
In the former, the relationship between Life Events and 
illness was supported further and examined In more or less 
unresearched culture; Saudi Arabia. In the latter they show 
that specific events are related to specific illness. Some 
of these relationships are consistent with findings of 
previous studies and some of them are yet to be confirmed or 
rejected. In Chapter 5 there were a number of correlations 
which were difficult to interpret due to lack of sound 
theoretical and empirical background. 
However, it was suggested that events create different 
emotions, which may lead to different illness through 
different physiological processes, and some evidence for such 
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a link was discussed. In Chapter 6a number of correlations 
between different self-aspect and different sections of 
Health were found. Similar findings were reported by Totman 
(1979); self-abasement in heart patients; low self-esteem in 
patients suffering from respiratory disorders and devaluation 
of Self in ulcerative colitis patients. Obviously it can be 
argued that these feelings about Self were caused by the 
illness. However, while this argument may be true, it seems 
that conflicts between different aspects of Identity relate 
to different illness. 
In summary, findings of the present study and previous 
studies suggest that the link between certain stressors and 
certain illness is no longer a remote possibility, and 
furthermore, they suggest that the simplistic model of 
disease; one germ, one disease (Jemmott and Locke, 1984), can 
not explain variations in human illnesses. Recent research 
suggests, as proposed in this study, that the link between 
psychosocial factors and illness is mediated by physiological 
changes (Eysenck, in press). 
However, as mentioned previously, the correlations between 
psychosocial factors and illness are typically low to 
moderate and the causal link between these variables has not 
been fully proven yet. In the following pages a hypothetical 
model is presented. It is assumed that this model would 
increase the correlations between psychosocial and illness 
and may be useful in establishing the causal link between 
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psychosocial factors and illness. 
7.3 IMPLICATIONS FOR FUTURE RESEARCH AND PREVENTATIVE 
_ 
PSYCHOLOGY 
While the present study's results may have useful 
implications for future research and preventative psychology, 
it is important to note that results may only be valid for 
students since only British and Saudi students took part in 
this study. It should also be-recommended that findings of 
the study, especially on specific events for specific illness 
and Polygamy and Health, as there are only a few studies in 
which these two factors were examined, need to be replicated 
to confirm the conclusions made here. 
However, implications for future research are discussed in a 
separate section at the end of this chapter, under; . 
"Psychosocial factors and illness: a suggested model". In this 
section implications for preventative psychology are 
presented. 
As the results of the present study reveal that Life Events 
(general), Social Support, Locus of Control, Specific Events, 
Identity, Polygamy and Culture are related to Health, several 
points regarding the implications of these findings for 
preventative psychology can be made. 
The first thing to be recognised by those in the helping 
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professions is that Life Events are invariably part of life 
and it is almost impossible to prevent their occurrence; 
therefore, It is more feasible to try and improve the coping 
mechanisms in individuals exposed to stressful events 
(Thoits, 1982; Eysenck, in press). Another important issue, 
as indicated by the present study's results, concerns the 
perception of events. These are, of course, individuals' 
difference in perceiving stress, hence, some people may feel 
under a great deal of stress even when they are facing minor 
events others may not. It is, therefore, important that 
those who plan to assist people under stress determine 
whether the stress is due to the individual's peception or 
due to real environmental factors or both (House at al, 
1986). Having established how the. individuals concerned 
perceived stress,, the next step is trying "to modify their 
existing set of expectation and assumption about their world 
and develop others which more accurately reflect their new 
situation" (Felner at al, 1983, p. 210). 
It should also be recognised that Events are not always 
stressful or harmful. Some Events and others with successful 
coping may improve, rather than worsen, individuals' sense of 
well-being (Stewart at al, 1986). As this may be the case, 
those helping people should always consider the possible 
benefits one may get from experiencing some events and 
explain to others how, when applicable, a given event may 
enhance their well-being. 
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These were some suggestions by which people under stress may 
be made aware of and they centre around the Internal ability 
which most people may have and can use to cope with stress. 
Other ways of coping, however, may involve some sort of 
activity, external resources such as Social Support, or 
involve Internal or External factors such as Identity. 
Those coping strategies involving activity (doing something) 
include meditation or physical exercise. The positive effect 
of meditation Is well documented, and the effect of exercise 
as a moderator of stress has recently received substantial 
attention from a wide range of research. Roth and Holmes 
(1985) argue that physical fitness may reduce the effect of 
stress and prevent negative physical and/or psychological 
consequencies. There is also some evidence to suggest that 
exercise has an effect on mental health by increasing the 
endorphine level and improving norepinephrine regulation. 
Increased level of endorphine improves mood and improved 
norepinephrine regulation decreases the depression symptoms 
such as feeling run down and difficulties in sleeping (Hayes 
and Ross, 1986). 
Social Support is another important factor which may, as 
found in the present and many other studies (Cohen and Mills, 
1985), have an effect on Health or buffer the effect of 
stress on Health. Prydman (1981) suggested that early 
intervention of Social Support may reduce the negative effect 
of stress on mental health. However, therapists must be 
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aware of individual's differences in perception of support 
and how they could benefit from it. If for Instance, Social 
Support is available but was not perceived by the individual 
concerned as so, then those in charge of helping him/her may 
work on changing his/her perception of Social Support. 
Besides the perception of support there is some evidence to 
indicate that the more availability of support does not 
guarantee that people would benefit from it. Individuals who 
need Social Support may also need some "skill in accessing the 
system, and knowledge about utilizing the system" (Moritsugu 
and Sue, 1983, p. 163) and in such cases it may be necessary 
that those in charge of the therapeutic intervention assist 
the person seeking help in these areas. it must also be 
recognized that Social Support may be associated with some 
costs in some cases, especially when people ask for it or are 
expected to do something in return (Cohen and Mills, 1985). 
In such instances, those who need support may need some 
advice on how to get suitable support. 
Identity is another area in which parents and those in the 
helping professions should pay attention to. Parents for 
instance, may be advised to avoid what Higgins at a1 (1986) 
called chronic acoessability of a self-discrepancy. Such 
discrepancy may arise "when a child's parents are constantly 
bemoaning their lost hopes and desire for the child or when 
threatening punishment for the child's bad behaviour" (p. 14). 
Chronically accessible self-discrepancy may be a 
vulnerability factor In Depression (Higgins at al, 1986). 
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Conflict between what people think of themselves and what 
they think others think of them may also need to be closely 
monitored by therapists as such conflict, as indicated in the 
present study's results, was associated with Depression for 
both the British and the Saudi students. 
7.4 PSYCHOSOCIAL FACTORS AND ILLNESSi A SUGGESTED MODEL 
Ideally, at this stage, one ought to develop or try to 
develop a model on the basis of previous and present results 
presented and discussed in a given study. Models are needed 
for "it is important that research proceed on some 
theoretical basis and test a particular model of association" 
(Marmot and Madge, 1987, p. 10). 
During the past three decades, however, attempts have been 
made to develop models that could guide the research in 
stress and illness but most of them fell short from capturing 
the dynamic in which stress and illness relate to each other 
and as a result advances in this field were not satisfactory. 
Most of the problems in stress-illness research have arisen 
from the fact that researchers in this new field of study 
were merely concerned with establishing the link between 
these two factors rather than seeking perfection. It turns 
out, however, that the link is there, but more sophisticated 
models must be formed in order to achieve higher level of 
understanding of the relationships between stress and 
illness. 
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As mentioned in Chapter 1 of the present study, the-first 
generation of research in this field was dominated by the 
notion that stress is a stimulus that affects individuals, and 
that those who are subjected to it play a passive role in its 
presence. This view has been challenged by researchers in 
later work and a more complex model was suggested. 
The simplicity of the old models in the stress-illness 
research was, no doubt, beyond their failure to achieve a 
convincing level of association between stress and illness. 
Following such failure psychosocial factors were introduced 
to the models of stress-illness to enhance their explanatory 
power. A number of variables were then introduced as 
moderators between stress and illness, but Social Support in 
particular, was the most researched variable in this field. 
} 
The Introduction of Social Support to the stress-illness 
research was accompanied by a formation of an interaction 
model where Social Support is expected to buffer the effect 
of stress on Health. Subsequent research has neither 
confirmed nor rejected this model. Social Support was found 
to have an interaction effect in some studies and direct 
interaction or direct effect only in others. An exclusive 
review of the role of Social Support in relation to stress 
and illness revealed that the impact of Social Support 
depends on the type of support examined in a given study 
(Cohen and Ville, 1985). 
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Another important contribution to the stress-illness research 
was presented by Lazarus (1976) and Lazarus and Folkman 
(1984). They emphasised the cognitive role in the relation 
between stress and illness and formed a cognitive theory of 
psychological stress and coping. According to their model 
"the person and the environment are viewed as being in a 
dynamic, mutually reciprocal, bidirectional relationship" 
(Folkman et at, 1986; p. 572). Stress is seen as a 
relationship between the person and the environment that is 
appraised as exceeding the person resources. There are two 
processes which mediate the stressful person-environment; 
cognitive appraisal and coping. Cognitive appraisal consists 
of two parts: 
1) Primary appraisal where a person evaluates the impact of 
the encounter on him/her using a range of personality 
factors such as value, commitment, goals and beliefs 
about one's self and the environment as a guide in this 
evaluation, and 
2) Secondary appraisal where a person evaluates what can be 
done to the encounter. 
On the other hand, coping is the individual's cognitive and 
behavioural efforts to deal with the demand of the person- 
environment transaction that was appraised as exceeding 
his/her resources. The main functions of coping are (a) 
dealing with stressful encounter (problem-focussed coping), 
and (b), regulating emotion (emotion-focussed coping) 
(Folkman at al, 1986). 
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Another contribution to the stress-illness theory was made by 
Cox (1985). He and his colleagues suggested a complex model 
of transaction between the person and his/her environment. 
Their model is based on five stages. These stages are: 
1) The demand placed on the person 
2) The person's perception of the demand and his/her ability 
to handle it. Stress may arise when there is an imbalance 
between the individual resources and the perceived demand. 
When stress is felt, personality and other organismic 
variables play a role in the individual's reaction to the 
situation. 
3) The subjective emotional experience of stress, 
physiological change and cognitive and behavioural 
attempts to reduce the stress (coping). 
4) The actual and the perceived consequences of the coping 
responses, and 
5) "Feedback, which occurs at all other stages in the stress 
system, and which is effective in shaping the outcome at 
each of those stages. For example, feedback occurs when a 
physiological response, such as the release of 
adrenaline, influences the organism's perception of the 
stressful situation, or when a behavioural response alters 
the actual nature of the demand" (Cox, 1985; p. 20). 
It seems then, that the stress-illness models have gradually 
developed into more complex and comprehensive ones. They 
moved from the simply-put model; the more stress the more 
illness and its static nature, towards flexible and 
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sophisticated models. Both Lazarus and his colleague and Fox 
models emphasize the importance of the person's perception of 
the stressful situation and they both recognise that in order 
to understand the relationships between stress and illness 
one should see such relationships as a reciprocal interaction 
between the situation, the person and the environment. 
Another feature of these two models is that they both take 
into account the role which social variables play in the 
individuals' evaluation of the stressfulness of a given 
situation. 
These two models, the previous empirical studies on stress 
and illness and the results of the present study will be used 
as a foundation for developing a hypothetical model of stress 
and illness. 
As has been mentioned at the beginning of this study, there 
is no general consensus among researchers on the definition. 
of stress. Furthermore, it has been suggested "that 'stress' 
is neither a noun, nor a verb, nor an adjective. It is an 
escape from reality" (Engel, quoted in Leventhal and 
Tomarken, 1978, p. 28). And one can hardly imagine how a body 
of respected research can be built on an ambiguous 
definition. The use of stress as an umbrella for a huge 
number of stressors has also prevented researchers from 
identifying possible differences between these various 
stressors and this may partly be responsible for the low 
correlation as reported in the majority of research on stress 
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and illness. There are, however, no logical explanations for 
using this term in recent research except that newcomers to 
the field have found it handy. In fact, 
"abandoning the stress perspective will lead to a better 
set of priorities for our research. Our primary goal 
should be to identify linkages between exposure to an 
environmental condition, identified as clearly as possible 
by objective parameters, and adverse health outcomes" (Karl 
and Cooper, 1987, p. 312). 
In the present model, to avoid the confusion over the 
definition of stress and to breakdown the unity of system 
it implies (Leventhal amd Tomarken, 1987), the term stress 
is replaced by "Emotion Provoking Agents" or EPA for short. 
The reasons beyond choosing "emotion" as a target is that 
people before reacting to internal or external conditions 
tend to form emotions and then act upon them. It can be 
argued that in some cases, such as peoples' instant reaction 
to certain fearful objects, they do not seem to behave that 
way. However, even in these instants, these apparently 
automatic reactions somewhat conceal as higher mental 
processes got involved (Lazarus and Folkman, 1984). 
The EPA includes, everything that threatens any aspects of the 
, person's well-being, and can be either real or imagined. 
Losing a loved one or a job, or having an unusual worry about 
losing them are treated as Emotion Provoking Agents. In 
collecting data however, subjects should be presented with 
separate questions for real and imagined conditions. For 
instance, "have you lost a loved one? ", and "do you 
frequently think about losing a loved one? ", and "do you 
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frequently think about losing a loved one? " the inclusion 
of being worried about losing something, as well as the real 
thing is quite justifiable in psychological research; after 
all when people are sad as a result of certain loss or 
accident, it is not the loss or accident that directly causes 
the sadness, rather it is the way in which they interpret 
these events. And so far, there is no empirical evidence to 
suggest that worrying about something which did not happen 
does not effect people as worrying about the same thing when 
it has happened. 
In the present model, it is proposed that events (conditions) 
do not have the same effect on people at one given time, and 
that the same event will not produce the same effect on the 
same person in two or more distinct times. This does not 
mean that the effect of a given event would be completely 
different every now and then, but it implies that its 
subsequent effects would not be identical to the first one. 
It Is, therefore, recommended that each event or type of 
event should be examined as a separate variable In relation 
to health (see Chapter 5). The above represents the first 
stage of the model and can be summarised as follows: 
Emotion- Real 
1Loss, 
divorce, illness, financial 
problems, etc 
provoking 
Imagined Loss, divorce, illness, financial 
agents problems, etc 
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The second stage of this model is an initial appraisal stage 
where a person evaluates the condition and its relevance to 
him/her as suggested by Lazarus (1984) and his colleagues and 
by Cox (1985). In this stage a range of personality 
characteristics: such as value, goals, commitments and 
beliefs are involved (Folkman at al, 1986) as well as 
biological, developmental and social factors (Cox, 1985). 
All these factors assist the individual to appraise the 
condition and the type of threat it carries with it; for 
instance, threat to his/her well-being. Some events however, 
may constitute a threat to more than one aspect of the 
person's well-being. The first and second stages are 
summarised below: 
Emotion- Real loss, divorce, illness, financial 
problems, etc 
provoking 
Imagined Loss, divorce, illness, financial 
agents problems, etc 
2 Appraised Any aspects of the person's 
as threat > well-being 
. to 
The third stage is the initial emotion formation stage. Now 
that evaluation of the influence in the individual has been made, 
certain emotions emerge. The presence of these emotions elicits 
some physiological changes. These emotions, depending on each 
particular agent, can range from being pleased to being fearful. 
The present model proposes that each emotion or type of emotion 
(threat emotion-worried, anxious etc. or pleasant, emotion- 
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happy, relieved, etc. ) is associated with certain physiological 
change (see Chapter 5). These physiological changes include, 
for example, excessive secretion of corticosteroids, or 
catecholamine, elevated blood pressure or raised, plasma lipids 
(Marmot and Madge, 1987). Some of the physiological changes in 
the long term either cause illnesses by themselves or may impair 
the immune system, leaving the body exposed to various 
infections (Allen, 1983). Stages one, two, and three are 
summarised below: 
Emotion- Real loss, divorce, illness, financial 
problems, etc 
provoking 
Imagined Loss, divorce, illness, financial 
agents. problems, etc 
2 Appraised Any aspects of the person's 
as threat ý.. ý> well-being 
to 
3 
LJ 
nitial y, o, a. 
ýýý.. > etc, 
Initial 
physio- o- Excessive secretion of cortico- 
logical steroids or catecholamine, 
elevated blood pressure, and/or 
impaired immune system, etc 
The next stage is coping (the fourth stage). In this stage 
individuals use some or all means available to them to cope 
with the condition and the psychological and/or physiological 
changes associated with it. 
Many researchers in the field of stress and illness believe 
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that coping is not only an important factor in speeding up 
recovery from illness, but also a crucial element in the 
relation, %bips. between stress and illness (Cohen, 1987). Such 
faith in coping led researchers from a variety of disciplines 
to further examine how coping relates to individuals' well- 
being. 
Recent work in coping revealed that people draw on a large 
number of tactics to conquer undesirable situations. In 
attempting to restore their threatened identity, for 
instance, Breakwell (1986) suggests that people use different 
strategies operating basically at three levels: intra-psychic 
(involving cognition and emotion); interpersonal (changing 
relationships with others) and intergroup (seeking group 
support). Under these three levels, she named over 30 ways 
which individuals may use to manage threats, ranging from 
simply denying the existence of the threat to using group 
memberships to remove it. 
More evidence for the complexity of coping has been reported 
by Folkman et al (1986). They factor-analysed the ways of 
coping (67 items designed to measure coping) using data 
collected from 85 married couples. Subjects were asked first 
about the most stressful encounter that had occurred during 
the seven days prior to the interview and then to fill out 
the ways of coping scale. The factor analysis revealed the 
following eight factors: 
I- Confrontive coping 
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2- Distancing 
3- Self-Control 
4- Seeking Social Support . 
5- Accepting responsibility 
6- Escape/avoidance 
7- Planful problem-solving 
8- Positive appraisal. 
Moreover, there is evidence to suggest that individuals use 
certain strategies of coping for certain situations. 
The present model proposes that individuals are more likely 
to rely on different coping strategies for different 
situations. And it is, therefore, necessary to avoid using 
scales that are designed to measure general coping in all 
situations and rely instead on methods that allow researchers 
to know what specific strategy or type of strategies used by 
subjects in specific situations or type of situations. 
However, this stage is vital in determining the effects of 
the stressful situations. During this stage a serious 
reappraisal of the situation(s) takes place leading to the 
person's decision (the fifth stage) about the cost or benefit 
of the situation(s). Unsuccessful coping reinforces the 
initial emotions elicited by the situation and the 
physiological changes that accompanied or followed these 
emotions in Stage 3, otherwise the event may be dismissed. 
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The five stages are summarised below: 
Emotion- Real Loss, divorce, illness, financial 
problems, etc 
provoking 
Imagined Loss, divorce, illness, financial 
agents problems, etc 
2 Appraised Any aspects of the person's 
as threat > well-being 
to 
3 Initial Worry, fear, hope, anger, happy, 
emotions > etc 
Initial 
physio- Excessive secretion of cortico- 
logical steroids or catecholamine, 
changes elevated blood pressure, and/or 
impaired immune system, etc 
4 Coping Denial, planful problem-solving, 
> seeking social support, etc 
11 
5 Reinforced 
emotions 
and physio 
-logical 
changes 
> 
The same as in stage 3 
The sixth stage Is the outcome stage. In Stage 4 it was 
proposed that unsuccessful coping may reinforce the initial 
emotions and physiological changes (Stage 5), and that may 
lead to specific mental or physical illness (Stage 6). 
However, the majority of people do not reach this stage. 
Those who cope well in the face of new experiences do not 
seem, as indicated by a large body of research in this field, 
to be vulnerable to ill health following such experiences. 
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All stages of the model are summarised below: 
1 Emotion- Real Loss, divorce, illness, financial 
_ problems, etc 
provoking 
Imagined Loss, divorce, illness, financial 
agents problems, etc 
2 Appraised Any aspects of the person's 
as threat > well-being 
to 
3 Initial Worry, fear, hope, anger, happy, 
emotions . ý.. ý... ý> etc 
Initial _ 
physic- Excessive secretion of cortico- 
logical > steroids or catecholamine, 
changes elevated blood pressure, and/or 
impaired immune system, etc 
4 Coping Denial, planful problem-solving, 
> seeking socail support, etc 
5 Reinforced 
emotions 
and physio 
-logical 
changes 
The same as in Stage 3 
6 Physical Heart disease, ulcers, depression, 
and/or > etc 
mental 
illness 
7.4.1 Connections between the various staaes of the model 
The relationships between the first stage of this model 
(specific events) and Stage 6 (specific illness) have been 
found in a handful of research (Packei et a1,1969; Everly 
and Rosenfeld, 1981; Finlay-Jones and Brown, 1981; Stewart 
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and Salt, 1981; Laufen et al, 1984 and Linn at a1,1984) and 
in the present study result. As reported in Chapter 5 
certain events were found to be related to certain illness 
for both the British and the Saudi students; for instance, 
loss and sensitivity for the British students and family 
stress and depression for the Saudi students. 
The relationship between Stage 3 (initial emotions) and Stage 
6 has been empirically demonstrated by Ekman at al (1983). 
They found, for instance, that negative and positive emotions 
cause different physical effects and that different negative 
emotions produce different physical reactions. More support 
for the relationships between specific emotions and specific 
physical or/and mental reaction was documented by Higgins 
(1987). Conflict between the actual self and what should be 
the duty or obligation of the individual in society as seen 
by others was found to be related to anxiety, while conflict 
between the actual self and the ideal self was found to be 
associated with depression. The present study results offer 
support for these suggestions. For both the British and the 
Saudi students, positive self-concept indicates less 
depression symptoms. 
Recent work on coping offers some support for the associations 
between specific emot-ions and specific ways of coping as 
proposed in Stage 3 and Stage 4. For instance, people seek 
less social support to encounter threats to their self- 
esteem, and use more planful problem-solving and self-control 
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In dealing with situation related to goal at work (Folkman et 
al, 1986). The present. study results indicate also, as 
reported in Chapter 3 and Chapter 4, that Locus of Control 
seems to be more associated with some aspects of health while 
Social Support seems to be more related to others. 
It seems then that there is some evidence to support the 
specificity hypothesis suggested in the present model, and 
that leads to the question; how do people process the 
information they perceive and why some of them interpret' such 
information in ways that elicit negative emotion while others 
interpret this information in ways which enhance positive 
emotions? Although an adequate answer to this question is 
beyond the scope of the present study, an attempt will be 
made to briefly touch upon those elements which may lead 
people to see experiences in negative ways. To start with, 
it is important to note that individuals, in order to explain 
any cognitive phenomena, draw upon a set of constructs called 
levels of mental representation. There is no general 
consensus among workers on what constitutes mental 
representations nor on how many there are., but, generally 
speaking there may be two varieties of representation. The 
first variety of representation involves processes of which 
individuals are not aware (Gardner, 1985) and the 
"second varieties of representation encompasses those 
problem-solving and classificatory behaviours that 
individuals carry out with some flexibility and some degree 
of explicitness and awareness ...... moreover, the individual has the option-of changing the mode of representation or 
the kind of rule. that is invoked" (p. 384). 
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Due to differences in biological and environmental factors 
individuals possess different mental representations and 
interpret new experiences in ways which reflect their unique 
mental representations. 
It follows, that some people, when encountering threat to 
their well-being, engage in some sort of self-defeating 
thought such as; I do not think I can handle this situation; 
I am not sure about what to do; or why me. These cognitive 
reactions lead to more maladaptive thoughts which may, in 
turn, cause psychological or/and physical changes (Johnson, 
1986). 
Occasionally, some individuals arrive at wrong conclusions 
despite an obvious simplicity of the task at hand, because 
solving problems depends on whether or not they "contain 
familiar elements and allow the ready construction and 
manipulation of mental models" (Gardner, p. 370) in the mind 
of the concerned person., 
To summarize then, it seems that those who engage in self- 
defeating thoughts due to the characteristics of their mental 
representations may be more vulnerable to mental or physical 
problems than those who do not engage in such thoughts. 
7.4.2 Factors ioflugn ina the connection between the staoes 
of the model 
It has been suggested in this model that successful coping 
would buffer the effect of Life Events on Health and that 
coping includes almost anything; personality assets, social- 
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system, and any number of coping strategies. However, it is 
possible that a person may cope with Life Events regardless 
of these coping resources while another may fall ill 
following a stressful encounter despite having access to all 
possible coping strategies. It is important, therefore, that 
researchers should be aware of possible factors which could 
penetrate or enhance or naturalize the individual's coping 
systems in order to avoid drawing invalid conclusions. Some 
of these possible factors are discussed below: 
a) Timing Social Suocort It was found, for instance, that 
suppression of the immune function in those who lost 
their spouse lasted for about two to four weeks and then 
returned to normal (Leventhal and Tomarken, 1987). 
it is not known, however, whether this abnormality has 
vanished forever, or occurs again, but, if as has been 
suggested already, that such changes in the immune 
I system may cause illness, coping should take place while 
these changes are present. Of course, one can argue that 
there is no evidence to suggest that coping has anything to 
do with the immune system. However, since the immune 
system protects the body against infection, and that the 
correlation between bereavement and illness has been amply 
proven, and that coping (in some studies) has been found 
to buffer stressful events, effect on health, this 
argument is debatable. 
b) a=: Older people may have developed some sort of 
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tolerance to diverse events and are no longer bothered by 
them, or they have reached a certain stage where it does 
not matter anyway (Norris and Murrell, 1987). 
In such cases, the correlation may fail to reach a 
significant level, but may do so if the older subjects' 
data is separated from the younger subjects' data. 
cl ex= Other sample-related problems may result from using 
males or females only when females notably outnumber 
males, or vice versa, for, as found in the present study, 
females are more likely to be affected by stressful life 
events and make more use of social support than males. 
d) lýture: Researchers should also analyse data from 
different cultures very carefully (see Chapter 4). Social 
norms, amongst other things, may play a decisive role in 
coping; for instance, responses such as "This is God's 
will" given by a religious person, to questions like "How 
would you cope with this event" may be seen as passive 
coping which may not always be appropriate to use with 
stressful situations. 
In fact, what he/she meant was, God allows this to happen, 
for reasons I may not be in a position to know, besides, 
people should accept whatever God allows to happen to them 
without complaints, and I therefore, accept what happened 
to me..... who knows, God may have meant to teach me a 
lesson and may in due course reward me for being a good 
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person.... if not now.... maybe in the other life. Such 
reasoning (coming from a true believer) is the best way 
of coping. 
One way to avoid this problem is (as has been done in some 
items in the Locus of Control of behaviour used in the 
present study) to mention God in those items which may be 
attributed to fate, such as in "I believe a person can 
really be the master of his fate". For the Saudi this 
question reads "I believe a person, after God, can really 
be the master of his fate". 
e) An involvement of a ruled-out factor: Another important 
but ignored problem is the artificial barriers between 
disciplines related to the field of stressful events and 
Illness. Those who are interested in the role of diet, 
smoking, physical activity, and the physical make-up of 
the individual in health rarely pay attention to the role 
of the psychosocial factors in health and those whose main 
interests are the role of psychosocial factors in health 
ignore the other factors (Marmot and Madge, 1987). If 
both groups do not take into account that, people who are 
predisposed to ill-health because of genetic or physical 
reasons may fall ill more often than others and may be 
emotionally more sensitive to psychosocial factors than 
other groups (Leventhal and Tomarken, 1987), and that some 
people may fall ill as a result of facing undesirable 
" psychosocial factors, these researches may always be open 
to interpretations. 
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7.4.3 Summary 
The basic assumption of this model is that specific events 
lead to specific illness through specific emotions. The 
connection between these three elements can be stopped or 
reactivated at any time by psychological, social, and/or 
physiological factors. 
The relationships between the stages proposed in this model 
are, as Cox (1985) emphasised, cyclical rather than linear. 
For instance, the appraisal of events may be altered by the 
individual due to subsequent events. An occurrence, for 
example, of another event during the coping process may 
weaken the effect of coping. 
The specificity theory of disease was popular during the 
first half of this century, but was later relegated for its 
failure to stand against empirical examination on unconcious 
processes which were hard to prove (Lazarus and Folkman, 
1984). 
Nowadays, evidence supporting the relationships between 
certain emotions and certain physiological changes and 
illness is emerging (as discussed previously) from work in 
different disciplines. What is needed now is to identify 
what type of event elicits what type of emotion leading to 
what type of illness on the one hand, and what variables can 
effect such relationships on the other. 
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Of course, conducting research in which all these variables 
can be taken into account is very difficult, and one should 
be aware of the frustration which may result from testing 
unmanageable models. This could be avoided, however, by 
testing a relationship between single events and single 
illness in a set of contextual factors (Cohen at all 1987). 
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List of Recent Experiences (LRE) 
Experience 
A. Illness, injury, accident * ** 
you had a serious accident ............ .... 1 8(1) S(1) 
you had a serious illness or Injury ... .... 2 S(2) 
sudden serious illness or injury of 
someone close to you ................ .... 3 B(2) S(3) 
you have had a spouse with a long and 
serious illness ..................... .... 4 5(4) 
you have had a child with a long and 
serious illness ..................... .... 5 S(5) 
you have had a parent with a long and 
serious illness ..................... .... 6 8(3) S(6) 
you had a minor illness or Injury ..... .... 7 B(4) S(7) 
you underwent change of life 
menopause ........................... .... 8 
you were personally involved in a 
natural disaster .................... .... 9 B(5) S(8) 
B. Bereavement 
your child died ....................... ... 10 8(6) S(9) 
(Changed to: your father died) 
your husband (or wife) died ........... ... 11 B(7) S(10) 
(Changed to: your mother died) 
death of close family member/friend... ... 12 B(8) S(11) 
C. Pregnancy or childbirth 
you became pregnant 
(wanted/unwanted) ...................... 13 
self(or wife) had baby ................... 14 
you (or wife) had an abortion or 
miscarriage ............................ 15 
you (or wife) had a still-birth.......... 16 
you adopted a child ...................... 17 
D. Changes in relationships 
you became engaged or started a new 
relationship ........................... 18 B(9) S(12) 
you were married ......................... 19 S(13) 
you got together again after separation 
due to marital difficulties............ 20 B(10) S(14) 
(you was replaced by your parent 
for the British) 
there was marked improvement in your 
relationship with husband (or wife).... 21 5(15) 
there was improvement in the way 
you get on with someone else ........... 22 B(11) 8(16) 
there was increasing serious arguments 
with your husband (or wife) ............ 23 8(12) S(17) 
(husband (or wife) was replaced by 
parents for the British only) 
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there were increasing serious arguments 
with someone else who lives at home.... 24 B(13) S(1B) 
there were serious problems with a close 
friend, relative or neighbour not 
living at home ......................... 25 B(14) S(19) 
you started an extra marital affair ...... 26 S(20) (changed to: you started a new 
relationship) 
your husband (or wife) started an 
affair ................................. 27 S(21) 
the behaviour of one of your parents 
has been a problem to you .............. 28 B(15) S(22) 
the behaviour of your spouse has been 
a problem to you ....................... 29 S(23), 
the behaviour of one of your children 
has been a problem to you .............. 30 S(24) 
you ended an engagement .................. 31 B(16) S(25) 
you had sexual difficulties .............. 32 8(17) S(26) 
E. Separation 
you broke off a steady relationship ...... 33 B(18) S(27) 
you were separated from husband 
(or wife) - how long ................... 34 S(28) 
you were divorced ........................ 35 8(19) S(29) 
(changed to: your parents were 
divorced, for the British only). 
your child was engaged or married 
(with or without your approval) ........ 36 
your child left home for reason other 
than marriage .......................... 37 
you were separated from someone else 
close to YOU ........................... 38 8(20) 
P. Changes in living conditions 
you had holidays for a week or more ...... 39 B(21) S(30) 
you moved to (this town) 
from overseas .......................... 40 8(22) S(31) 
you moved to (this town) 
from interstate ........................ 41 B(23) S(31) 
(interstate was replaced by province) 
you moved house within (this town)....... 42 B(24) S(33) 
new person came to live in your 
household .............................. 43 B(25) S(34) 
G. Studying or school 
you started a new course or school....... 44 8(26) S(35) 
you changed to a different course 
or school ....: ......................... 45 8(27) 0(36) 
you dropped out of a course or school.... 46 8(28) 8(37) 
you completed a course or school ......... 47 B(29) 6(38) 
you were studying for "xanninationa... 6.0.48 8(30) S(39) 
you failed an important "xamination...... 49 B(31) 6(40) 
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H. Work situation 
you were unemployed or seeking work...... 50 B(32) 
there was a continuing threat of your 
being laid off or made redundant ....... 51 
you were downgraded or demoted 
at work ................................ 52 
you started a completely different type 
of job ................................. 53 
you were sacked or laid off .............. 54 B(33) 
your own business failed ................. 55 
there was a big change in the people, 
duties, hours or responsibilities at 
your work .............................. 56 
you were required to work very 
long hours ................... ".... ""... 57 
you were required to do very tedious, 
boring work over a long period......... 58 B(34) 
you were required to do work over a 
long period which you found very 
difficult .............................. 59 
you were promoted ........................ 60 
there was trouble or arguments with 
people at work or other difficulties ... 61 B(35) 
you retired or resigned .................. 62 
i" Financial situation 
you have had continuous financial 
worry .................................. 63 B(36) 5(41) 
you had a major financial crisis ......... 64 B(37) S(42) 
you had minor financial problems .......... 65 B(38) S(43) 
something you valued had been stolen 
or lost ................................ 66 B(39) S(44) 
you became much bettor off 
financially ............................ 67 B(40) 
J. Legal difficulties 
you had minor difficulties with police... 68 8(41) S(45) 
you had problems with the police 
leading to court appearance............ 69 B(42) S(46) 
you had goal or prison sentence .......... 70 8(43) S(47) 
you had a civilian suit (e. g. divorce, 
custody, debt) .......................... 71 B(44) S(48) 
K. Disappointments 
Have there been any serious disappointments 
for you in the last 12 months? B(45) 2(49) 
L. Continuous worry or stress 
Have you had any other major trouble or 
worry which you have had to bear 
for some months or more? 8(46) S(50) 
*B" used for the British, S  used for the Saudi. 
** Left (in brackets): British item numbers, right in 
brackets) Saudi item numbers. 
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IJCB SCALE 
Instruction: Below are a number of statements about how 
various topics affect your personal beliefs. There are no 
right or wrong answers. For every item there is a large 
number of people who agree and disagree. Could you please 
put in the appropriate brackets the choice you believe to be 
true. Answer all the questions. 
Strongly Generally Somewhat Somewhat Generally Strongly 
Disagree Disagree Disagree Agree Agree Agree 
012345 
1.1 can anticipate difficulties and take action to 
avoid them. .... .... .... .... () 
2. A great deal of what happens to me is probably 
just a matter of chance. .... .... .. () 
3. Everyone knows that luck or chance determines 
one's future. .... .... .... .... () 
4.1 can control my problem(s) only if l have 
outside support. 
of .9.. .0 00 .. 00 
() 
5. When I make plans, I am almost certain that I 
can make them work. .... .... .. .. ( ) 6. My problem(s) will dominate me all my life. .. "" ( ) 
7. My mistakes and problems are my responsibility 
to deal with. .... .... .... .. ( ) 8. Becoming a success is a matter of hard work, 
luck has little or nothing to do with it. .. .. ( ) 
9. My life is controlled by outside actions and 
events. .... .... .... . .. ( 
) 
10. i People are victims of circumstance beyond their 
. 
control. 
00 .. so .... ' , ""( 
) 
11. d To continually manage my problems, I nee 
professional help. .... .... .... .. 
( ) 
12. When I am under stress the tightness in my 
muscles is due to things outside my control .. .. ( ) 
13. I believe a. person can really be the master of 
his fate. .... .... .... .... ( ) 14. It is impossible to control my irregular and fast 
breathing when I am having difficulties. .... ( ) 
15. I understand why my problem(s) varies so much 
from one occasion to the next. .... .... ( ) 
16. I am confident of being able to deal success- 
fully with future problems. .... .... .. ( ) 
17. In my case maintaining control over my problem(s) 
is due mostly to luck. .... .... .... t ) 
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(MEN) 
CORNELL MEDICAL INDEX 
Date HEALTH QUESTIONNAIRE 
Print Your 
Your Home 
Name Address 
How Old Are You? Circle If You Are .. Single, Married, Widowed, Separated, Divorced. 
Circle the Highest 
What Is Your Year You Reached 
In School 1123456781234 1234 Occupation? _ 
E cmcntary School High Co lese 
Directions s This questionnaire is for MEN ONLY. 
If you can answer YES to the question asked, put a circle around the Ycs 
If you have to answer NO to the question asked, put a circle around the No 
Answer all questions. If you are not sure, guess. 
A Do you get hay fever? ».... Yes No 020 
Do you need glasses to read?  
Yes No 001 Do you suffer from asthma? ,.......... _»_ ..  Yes 
No 021 
Do you need glasses to see things at a dis. Are you troubled by constant coughing? Yes No 022 
tance? Yes No 002 Have you ever coughed up blood? .. »»_.. ... ".. " 
Yes No 023 
Has your eyesight often blacked out com" your 
pl .. _ . _..  .. _... ... _.  Yes 
No _ . .. _. 003 
Do you sometimes have severe soaking sweats 024 at night? ..... ...... .. _......... ...... ................ ........ ... . 
Yes No 
Do your eyes continually blink or water? .... _ Yes No, 004 Have you ever had a chronic chest condition? Yes No 025 Do you often have bad pains in your eyes? .» Yes No 005 Have you ever had T. B. (Tuberculosis) ? ...... 
Yes No 026 
Are your eyes often red or inflamed? . ý_.. 
Yes No 006 Did you ever live with anyone who had T. ß.? Yes No 027 Are you hard of hearing? Yes No 007 
Have you ever had a bad running ear? Yes No "008 
C 
Do you have constant noises in your ears? ..... Yes 
No 009 
Hasa doctor ever said " your blood pressure 
.. . ............... 
Yes No h was too hi ? 028 .. . . _. _. _ ................... g . 
Has a doctor ever said your blood pressure B was too low? .. _.. » ..... ....:, ....... ý......... _.... _........ 
Yes No 029 
Do you have to clear your throat frequently? Yes No 010 Do you have pains in the heart or chest? ......... 
Yes No 030 
Do you often feel a choking lump in your Are you often bothered by thumping of the 
throat? »_.. _«_...  ... . M. _.. _...,. . Yes 
No Oll heart? .... __ ».  .»..  . .... ».. _.  .. ý.. ...... 
Yes No 031 
Are you often troubled with bad spells of Does your heart often race like mad? . ...,. ... Yes 
No 032 
sneezing? -. ..... ».. _.. .... ---- --------- ------ 
Yes No 012 Do you often have difficulty in breathing? ». 
Yes, No 033 
Is your nose continually stuffed up? ... »»..... Yes No 013 Do you. get out of breath long before anyone 
Do you suffer from a constantly running else? ..  »..  . . ............ _.............. ý. _ ». . »« . .. " 
Yes No 034 
nose? . . ..... 
Yes No """""""""ý"""""ý"""'"""""ý"^"""ý""""""°""""""""-"""ý" 014 Do you sometimes get out of breath just sit- 
Have you at times had bad nose bleeds? .... ... 
Yes No 015 ting still? ..................... "" """ ""-". - . "-""» °"""" """"" 
Yes No 035 
Do you often catch severe colds? .......... ........... 
Yes No 016 Are your ankles often badly swollen? .... ý". "" 
Yes No 036 
Do you frequently suffer from heavy chest 
Do cold hands or feet trouble you even In hot Yes No weath ? 037 colds? Yes No 017 er . »»  .. ý»ý »». » -....... ». 
When you catch a cold, do you always have 
Do you suffer from frequent cramps In your 
.. ý ._................. 
Yes No legs? 
... ý 
038 
to go to bed? Yes No  018 . _.. ... ......  ... ....... » ..  Has a doctor ever said you had heart trouble? Yes No 039 Do frequent colds keep you miserable all 
winter? ..... .......,., Yes No 019 Does heart trouble run In your family? ».. M..... 
Yes No 040 
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"*$ 
-0 
D 
Have you lost more than half your teeth? - Yes 
Are you troubled by bleeding gums? .. _ 
Yes 
Have you often had severe toothaches? _,....... 
Yes 
Is your tongue usually badly coated? .............. 
Yes 
Is your appetite always poor? .. _... - 
Yes 
Do you usually oat sweets or other food be- 
tween meals? _... ...,. _. ......... _... 
Yes 
Do you always gulp your food In a hurry? ... 
Yes 
Do you often suffer from an upset stomach? Yes 
Do you usually feel bloated after eating? ..... 
Yes 
Do you usually belch a lot after eating? Yes 
Are you often sick to your stomach? -» 
Yes 
Do you suffer from indigestion? Yes 
Do severe pains in the stomach often double 
you up? _.............. .. »... 
Yes 
Do you suffer from constant stomach trouble? Yes 
Does stomach trouble run in your family? ... 
Yes 
Has a doctor ever said you had stomach 
ulcers? ...... ...  .......................... _.... _ý... ». , »....... _ 
Yes 
Do you suffer from frequent loose bowel 
movements? ....... ................ ......................... _.... 
Yes 
Have you ever had severe bloody diarrhea? ... 
Yes 
Were you ever troubled with intestinal 
worms? ................... ............................................. 
Yes 
Do you constantly suffer from bad con. 
" stipation? ...................... . w. »...... .. _.. _....... ».. 
Yes 
Have you ever had piles (rectal hemor. 
rhoids) ? ...... .......................... _... »..... m . _............. 
Yes 
Have you ever had jaundice (yellow eyes 
and skin) ?................................. ý»........ ..... 
Yes 
Have you ever had serious liver or gall blad- 
der trouble? ...................... »....... _ .. _. ».... . 
Yes 
E 
ak 
Are your joints often painfully swollen? .. Yes 
Do your muscles and joints constantly feel 
stiff? ....................................................... »............................. 
Yes 
Do you usually havo severe pains in the arms 
or legs? ..... ». ............. ................ »......................... 
Yes 
Are you crippled with severe rheumatism 
(arthritis) ? 
........ ». ».. »»»»»» » ».... » ...... »».... 
Yes 
Does rheumatism (arthritis) run in your 
family? 
...... »......... »». »......... »...... »»».,. ». »» . »... »» .. »».. » . 
Yes 
Do weak or painful feet make your life 
miserable? Yes 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
041 
042 
043 
044 
045 
046 
047 
048 
049 
050 
051 
052 
No 053 
No 054 
No 055 
No 056 
No 057 
No 058 
No 059 
No 060 
No 061 
No 062 
No 063 
No 064 
No 065 
No 066 
No 067 
No 068 
No 069 
Do pains in the back make it hard for you to 
keep up with your work? .... ». -.... 
Yes No 
Are you troubled with a serious bodily dis" 
ability or deformity? .......... 
Yes No 
F 
Is your skin very sensitive or tender? Yes No 
Do cuts in your skin usually stay open a long 
time? .... ». » . 
Yes No 
Does your face often get badly flushed? .. ».... 
Yes No 
Do you sweat a great deal even in cold 
weather? ý.. .... _ ............. _ ...................... 
Yes No 
Are you often bothered by severe itching? Yes ' No 
Does your akin often break out in a rash? Yes No 
Are you often troubled with boils? .............. _ 
Yes No 
G 
Do you suffer badly from frequent severe 
headaches? ... .».... 
Yes No 
Does pressure or pain in the head often make 
life miserable? ». » .. ». ». ý. » ». »» -»-""» "» 
Yes No 
Are headaches common in your family? ......... 
Yea No 
Do you have hot or cold spells? ».. ». », ». ». »-. »" 
Yes No 
Do you often have spells of severe dizziness? Yes No 
Do you frequently feel faint? »»».... "»»» "». " 
Yes No 
Have you fainted more than twice in your Yes No life? .... _ »... » ....... ...... .. »_» ».. ý» . »». _.... .......... 
Do you have constant numbness or tingling 
in any part of your body? ..... »».. »». "»»"........... 
Yes No 
Was any part of your body ever paralyzed? Yes No 
Were you ever knocked unconscious? ____ 
Yes No 
Have you at times had a twitching of the face, 
head or shoulders? .» »» »» »».. _» ». »» ».. » »» 
Yes No 
Did you ever have a fit or convulsion (epi- 
lepsy) ?.... ................. ......................... .... . ».......... »........ r..... 
Yes No 
Has anyone in your family ever had fits or 
convulsions (epilepsy) ? »»ý -"""" "»"" 
Yes No 
Do you bite your nails badly? . »... ». »». »».... »"... ".... » 
Yes No 
Are you troubled by stuttering or stammer" Ye No s Ing? ....................... ».. » ..... »»»». »»».. ». » .. »» . »».. » ..... 
Are you a sleep walker? "..... ""»" 
Yes No 
Are you a bed wetter? .. »»». » .... 
Yes No 
Were you a bed wetter between the ages of Yes 8 and 14? . »» » »,. »» ».. ». »» »... m.... ............................. 
No 
- 442 - 
070" 
071 
072 
073 
074 
075 
076 
077 
078 
079 
0so 
Ost 
082 
083 
084 
085 
086 
087 
088 
089 
090 
091 
092 
093 
094 
095 
No 1096 
`Q 
H 
Have you ever had anything seriously wrong 
with your genitals (privates) ? Yes 
Are your genitals often painful or sore? ....... 
Yes 
Have you ever had treatment for your geni- 
tals?.. _. ».. _......... 
Yes 
Has a doctor ever said you had a hernia (rupture)s . __ _ ý...... » . _.. ....... _».... 
Yes 
Have you ever passed blood while urinating 
(passing water) ?_ »» . »...... ----- .... _..... 
Yes 
Do you have trouble starting your stream 
when urinating? Yes 
Do you have to get up every night and 
urinate? . »»» » ._... ... ».... »... _ ...... _.... _ ... 
Yes 
During the day, do you usually have to urinate 
frequently? M»......... _.. _.. _... _. _. __. _». _. ».. .. _. 
Yes 
Do you often have severe burning pain when 
you urinate? .... . _» . »_ __ ._........ » .». 
Yes 
Do you sometimes lose control of your blad- 
der? ý_ .............. » . »» » . ý..... 
Yes 
Has a doctor ever said you had kidney or 
bladder disease? ....... ». ý.. ý» ........ 
Yes 
Do you often get spells of complete exhaustion 
or fatigue? .... ý.... ý. ý........ A. _ .. _.. ý. _» .. 
Yes 
Does working tire you out completely? . »».... » 
Yes 
Do you usually get up tired and exhausted in 
the morning? ...... ............. ................ ý.. , _.. 
Yes 
Does evcry little effort wear you out? ». _ .. » 
Yes 
Are you constantly too tired and exhausted 
even to eat? ... _............. ................................... .. »... 
Yes 
Do you suffer from severe nervous exhaus- 
tion? ...................... ............. M.. ý .... 
Yes 
Does nervous exhaustion run in your family? Yes 
J 
Are you frequently ill? ........ ý ., 
Yes 
Are you frequently confined to bcd by Ill- 
ness? .......... ............................................ »» .. ».. , ... 
Yes 
Are you always in poor health? .. ..,...........,..... 
Yes 
Are you considered a sickly person? __. ý ý .. 
Yes 
Do you come from a sickly family? ... 
Yes 
No 097 
No 098 
No 
No 
No 
No 
No 
No 
No 
No 
No 
099 
Do severe pains and aches nuke it impossible for you to do your work? ..,. ý..... Yes 
Do you wear yourself out worrying about 
your health? . ý... ý.. ...... 
Yes 
Are you always i11 and unhappy? ... Yes 
Are you constantly made miserable by poor health? ... ý »» Yes 
100 1 K 
101 
102 
103 
104 
105 
106 
107 
No 108 
No 109 
No 110 
No 111 
No 112 
No 113 
No 114 
No 115 
No 116 
No 117 
No 118 
No 119 
Did you ever have scarlet fever? .. » .. »» ... 
Yes 
As a child, did you have rheumatic fever, 
growing pains or twitching of the limbs? Yes 
Did you ever have malaria? ........ » .. ».. " "., ... 
Yes 
Were you ever treated for severe anemia (thin 
blood)? ..... »...... »..... »» . ý.. »............ » »....... 
Yes 
Were you ever treated for "bad blood" 
(venereal disease) ? w.. »... »......... ».... ».... -. """""""""". ". 
Yes 
Do you have diabetes (sugar disoase) ? .. »» 
Yes 
Did a doctor ever say you had a goiter (in 
your neck) ? »»»»» »"»». "» » "" 
Yea 
Did a doctor ever treat you for tumor or 
cancer? .... _". »» ».. ». »... » ...... ......... ....,,.... 
Yes 
Do you suffer from any chronic disease? ... 
Yes 
Are you definitely under weight? ..... »»»». --""""" 
Yes 
Are you definitely over weight? ,».. » . ». ". """"" 
Yes 
Did a doctor ever say you had varicoso veins 
(swollen veins) In your legs? .. ».... »......... 
Yes 
Did you ever have a serious operation? »... »..... Yes 
Did you ever have a serious injury? ................. 
Yes 
Do you often have small 'accidents or in- 
juries? ... ..... ...... »......... ».... » ........................................... . 
Yes 
L 
No- 120 
No 121 
No 122 
No 123 
No 124 
No 125 
No 126 
No 127 
No 128 
No 129 
No 1 130 
No 131 
No 132 
No 133 
No 134 
No 135 
No 136 
No 137 
No 138 
No 139 
Do you usually have great difficulty in falling 
asleep or staying asleep? ...................................... 
Yes 
Do you find it impossible to take a regular 
rest period each day? . ».. ».... _ _. ». »»"""""""""_" " 
Yes 
Do you find it impossible to take regular daily 
exercise? ... ....................................... ._».................. 
Yes 
Do you smoke more than 20 cigarettes a Yes day? ........ »... » ............ _........ .. »»... »... » ................... 
Do you drink more than six cups of coffee or 
tea a day? ...... _»»........ ». .... ................ »........... 
Yes 
Do you usually take two or more alcoholic 
drinks a day? . _»... ý »».... »»-.. _.... ».... 
Yes 
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No 140 
No 141' 
No 142 
No 143 
No 144 
Iii 
ý 11I 
Do you sweat or tremble a lot'during exam- inations or questioning? ... _.......  ...................... 
Yes No 145 
Do you get nervous and shaky when ap- 
proached by a superior? ... »... ». ... ý .. 
Yes No . 146 
Does your work fall to pieces when the boss 
or a superior is watching you? ...... 
Yes No 147 
1)ßn-% your thinking get. completely mixed up 
when you have to do things quickly? .... M..... 
Yes No 148 
Must you do things very slowly in order to do them without mistakes? .. 
Yes No 149 
Do you always get directions and orders Y No 150 es wrung? ..... ....................... ............. 
Do. strange people or places make you Y No 151 es fraid? ....... ..................................................... 
Are you scared to be alone when there arc no 
friends near you? ............ .................... ........ _........... 
Yes No 152 
Is it always hard for you to make up your 
mind? . ....... . ........................ »_.............................. 
Yes No 153 
Do vol, wish you always had someone at your 
side to advise you? . »... ..... x_ »....... . 
Yes No 154 
Are you considered a clumsy person? ...,.....  Yes No 155 
Does it bother you to eat anywhere except in 
your own home? .......... » .................... .... _........... 
Yes No 156 
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N 
Do you feel alone and sad at a party? ......... »..... 
Yes No 157 
Do you usually feel unhappy and depressed? Yes No 158 
Do you often cry? ........ ....... ».. ». »............ ._ 
Yes No 159 
Are you always miserable and blue? ", .»... ». Yes No 160 
Does life look entirely hopeless? `......... . » ....... Yes No 
161 
Do you often wish you were dead and away from it all? .............. . _... . » »... ». . »».. »» 
Yes No 162 
O 
Does worrying continually get you down? ...... 
Yes No 163 
Does worrying run in your family? ......... » ............. 
Yes No 164 
Does every little thing get on your nerves and 
wear you out? ..................... ». ........ ».... »... » .......... 
Yes No 165 
Are you considered a nervous person? .... . 
Yes No 166 
Does nervousness run in your family? ........ 
Yes No 167 
Did you ever have a nervous breakdown? Yes No 168 
Did anyone in your family ever have a ner- 
vous breakdown? .. Yes 
No 169 
Were you ever a patient in a mental hospital 
(for your nerves)? .. ». ý.. _..................... 
Yes No I 
Was anyone in your family ever a patient in 
a mental hospital (for their nerves) ? ...... 
Yes No I 
P 
Are you extremely shy or sensitive? -- Yes 
No I 
Do you come from a shy or sensitive family? Yes No I 
Are your feelings easily hurt? Yes No 1 
Does criticism always upset you? -___ Yes 
No 
Are you considered a touchy person? ................. 
Yes No 
Do people usually misunderstand you? - Yes 
No 
Q 
Do you have to be on your guard even with 
fricnds? » .... .......... ....................... ... _.. _.............. 
Yes No 
Do you always do things on sudden impulse? Yes No 
Are you easily upset or irritated? -- Yes 
No 
Do you go to pieces if you don't constantly 
cöntrol yourself? ... »... »» »»». »_.. »».... ý..... 
Yes No 
Do little annoyances get on your nerves and 
make you angry? ... »......... » ... » » »»»... » ............... 
Yes No 
Does it make you angry to have anyone tell 
s Y No e you what to do? . _».. _»... » »» ._w. """"» »» 
Do people often annoy and irritate you? ...... 
Yes No 
Do you Aare up in anger if you can't have 
what you want right away? . »........ ».... _ .. »... » 
Yes No 
Do you often get into it violent rage? . »»"...... 
Yes No 
R 
Do you often shake or tremble? ---- 
Yes No 
Are you constantly keyed up and jittery? ». ». Yea 
No 
Do sudden noises make you jump or shake 
badly? . w. »». _ ....... ý_».. » ... »»... »».. _»_....... .......... 
Yes No 
Do you tremble or feel weak whenever some- 
one shouts at you? ».... »..... ». ». »...... ................... 
Yes No 
Do you become scared at sudden movements Y No es or noises at night? .......... »........... »... ».. _..... » ................ 
Are you often awakened out of your sleep by 
frightening dreams? . »ý.. ». ». »...... » .... » ................. 
Yes No 
Do frightening thoughts keep coming back in 
your mind? ..... ........ _.... ». » ».... »». -».. ». ».... » 
Yea Nc 
Do you often become suddenly scared for no 
good reason? ..... »»., »»..... ». »». »».......... »............... 
Yes Ni 
Do you often break out in a cold sweat? ...... 
Yes Ni 
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The CMI for women contains six numbered qua 
'97- Have your menstrual periods usually been painful? Yes 
98. Have you often felt weak or sick with your 
periods? .................................. Yes 99. Have you often bad to lie down when your periods 
carne on? ................................. 
Yes 
loons that are different from those for men. These question are: 
No 100. Have you usually been tense or jumpy with your 
periods? .................................. 
Yee, No 
No 101. Have you ever had constant severe bot flubea 
and sweats? ............................... Yes No 
No 102. Have you ever been troubled with a vaginal dis- 
charge? ................................... Yes No 
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Instruction: If you can answer YES to the questions asked 
put a circle around YES and record the date of the first time 
you have first felt the symptom in the space provided. If 
you can answer NO to the question asked, put a circle around 
NO. (In the copies administered to the students, each 
question was followed by YES, NO and date). 
A 
Do you need glasses to read? 001 
Do you need glasses to see things at a distance? 002 
Has your eyesight often blacked out completely? 003 
Do your eyes continually blink or water? 004 
Do you often have bad pains in your eyes? 005 
Are your eyes often red or inflamed? 006 
Are you hard of hearing? 007 
Have you ever had a bad running ear? 008 
Do you have constant noises in your ears? 009 
B 
Do you have to clear your throat frequently? 010 
Do you often feel a choking lump in your throat? 011 
Are you often troubled with bad spells of sneezing? 012 
In your nose continually stuffed up? 013 
Do you suffer from a constantly running nose? 014 
Have you at times had bad nose bleeds? 015 
Do you often catch severe colds? 016 
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Do you frequently suffer from heavy cheat colds? 017 
When you catch a cold, do you always have to go, to 
bed? 018 
Do frequent colds keep you miserable all winter? 019 
Do you get hay fever? 020 
Do you suffer from asthma? 021 
Are you troubled by constant coughing? 022 
Have you ever coughed up blood? 023 
Do you sometimes have severe soaking sweats at 
night? 024 
Have you ever had a chronic cheat condition? 025 
C 
Has a doctor over said your blood pressure was 
too high? 026 
Has a doctor ever said your blood pressure was 
too low? 027 
Do you have pains in the heart or cheat? 028 
Are you bothered by thumping of the heart? 029 
Does your heart often race like mad? 030 
Do you often have difficulty in breathing? 031 
Do you get out of breath long before anyone else? 032 
Do you sometimes get out of breath just sitting 
still? 033 
Are your ankles often badly swollen? 034 
Do cold hands or feet trouble you even in hot 
weather? 035 
Do you suffer from frequent cramps in your less? 036 
Does heart trouble run in your family? 038 
D 
Are you troubled by bleeding gums? 039 
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Have you often had severe toothaches? 040 
Is your tongue usually badly coated? 041 
Is your appetite always poor? 042 
Do you usually eat sweets or other food between 
meals? 043 
Do you often suffer from a stomach upset? 044 
Do you usually feel bloated after eating? 045 
Do you usually belch a lot after eating? 046 
Are you often sick to the stomach? 047 
Do you suffer from indigestion? 048 
Do severe pains in the stomach often double you up? 049 
Do you suffer from constant stomach trouble? 050 
Does stomach trouble run in your family? 051 
Has a doctor over said you had stomach ulcers? 052 
Do you suffer from frequent loose bowel movements? 053 
Have you over had severe bloody diarrhea? 054 
Were you ever troubled with intestinal worms? 055 
Do you constantly suffer from bad constipation? 056 
Have you ever had piles (rectal hemorrhoids)? 057 
Have you ever had jaundice (yellow eyes/skin)? 058 
Have you ever had serious liver or gall bladder 
trouble? 059 
E 
Are your joints painfully swollen? 060 
Do your muscles and joints constantly feel stiff? 061 
Do you usually have severe pains in the arms or legs? 062 
Are you crippled with severe rheumatism (Arthritis)? 063 
Does rheumatism (Arthritis) run in your family? 064 
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Do weak or painful feet make your life miserable? 065 
Do pains in the back make it hard for you to keep up 
with your work? 066 
Are you troubled with a serious bodily disability 
or deformity? 067 
F 
Is your skin very sensitive or tender? 068 
Do cuts in your skin usually stay open a long time? 069 
Does your face often get badly flushed? 070 
Do you sweat a great deal even in cold weather? 071 
Are you troubled with boils? 072 
G 
Do you suffer badly from frequent severe headaches? 073 
Does pressure or pain in the head often make life 
miserable? 074 
Are headaches common in your family? 075 
Do you have hot or cold spells? 076 
Do you often have spells of severe dizziness? 077 
Do you frequently feel faint? 078 
Have you fainted more than twice in your life? 079 
Do you have constant numbness or tingling in any 
part of your body? 080 
Was any part of your body ever paralysed? 081 
Were you ever knocked unconscious? 082 
Have you at times had a twitching of the face 
head or shoulders? 083 
Did you ever have a fit/convulsion (epilepsy)? 084 
Has anyone in your family ever had fits or 
convulsions (epilepsy)? 085 
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Do you bite your nails badly? 086 
Are you troubled by stuttering or stammering? 087 
Are you a sleep walker? 088 
Are you a bed wetter? 089 
Were you a bed wetter between the ages of 8-14? 090 
(Questions 91 to 96 are for men only) 
H 
Have you ever had anything wrong with your 
genitals (privates)? 091 
Are your genitals often painful or sore? 092 
Have you ever had treatment for your genitals? 093 
Has a doctor ever said you had a hernia/rupture? 094 
Have you ever passed blood while urinating 
(passing water) 095 
Do you have trouble starting your stream when 
urinating? 096 
(Questions 97 to 102 are for women only) 
Have your menstrual periods usually been painful? 097 
Have you often felt weak or sick with your periods? 098 
Have you often had to lie down when your periods 
come on? 099 
Have you usually, been tense or jumpy with your 
periods? 100 
Have you ever had constant severe hot flushes 
and sweats? 101 
Have you often been troubled with vaginal discharge? 102 
Do you have to get up every night and urinate? 103 
During the day, do you usually have to urinate 
frequently? 104 
Do you often have severe burning pain when you 
urinate? los 
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Do you sometimes lose control of your bladder? 106 
Has a doctor ever said you had a kidney or bladder 
disease? 107 
I 
As a child, did you have rheumatic fever, growing 
pains or twitching of the limbs? 108 
Were you ever treated for severe anemia 
(thin blood)? 109 
Were you ever treated for 'bad blood' 
venereal disease? 110 
Do you have diabetes (sugar disease)? 111 
Did a doctor ever say you had a goiter (in your 
neck)? 112 
Did a doctor ever treat you for tumor or cancer? 113 
Do you suffer from any chronic disease? 114 
Are you definitely over-weight? 115 
Are you definitely under-weight? 116 
Did a doctor ever say you had varicose veins 
(sw ollen veins)in your leas? 117 
Did you ever have a serious operation? 118 
Did you ever have a serious injury? 119 
Do you often have small accidents or injuries? 120 
J 
Do yoü feel alone and mad at a party? 121 
Do you usually feel unhappy and depressed? 122 
Do you often cry? 123 
Are you always miserable and blue? 124 
Does life look entirely hopeless? 125 
Do you often wish you were dead and away from it 
all? 126 
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K 
Does worrying continually get you down? 127 
Does worry run in your family? 128 
Does every little thing get on your nerves and 
wear you out? 129 
Are you considered a nervous person? 130 
Does nervousness run in your family? 131 
Did you ever have a nervous breakdown? 132 
Did anyone in your family ever have a nervous 
breakdown? 133 
Were you ever a patient in a mental hospital 
(for your nerves)? 134 
Was anyone in your family ever a patient in a 
mental hospital (for their nerves)? 135 
L 
Are you extremely shy or sensitive? 136 
Do you come from a shy or sensitive family? 137 
Are your feelings easily hurt? 138 
Does criticism always upset you? 139 
Are you considered a touchy person? 140 
Do people usually misunderstand you? 141 
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Cornell Medical Index (The Saudi Students) 
. HEALTH QUESTIONNAIRE 
Directions: If you can answer YES to the question asked, put 
a circle around the YES. 
If you have to answer NO to the question asked, put a circle 
around the NO. 
Answer all questions. If you are not sure guess. 
A 
Do you need glasses to read? 001 
Do you need glasses to see things at a distance? 002 
Has you eyesight often blacked out completely? 003 
Do your eyes continually blink or water? 004 
Do you often have bad pains in your eyes? 005 
Are your eyes often red or inflamed? 006 
Are you hard of hearing? 007 
Have you ever had a bad running ear? 008 
Do you have constant noises in your ears? 009 
8 
Do you have to clear your throat frequently? 010 
Do you often feel a choking lump in your throat? 011 
Are you often troubled with bad spells of sneezing? 012 
Is your nose continually stuffed up? 013 
Do you suffer from a constantly running nose? 014 
Have you at times had bad nose bleeds? 015 
Do you often catch severe colds? 016 
Do you frequently suffer from heavy chest colds? 017 
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When you catch a cold, do you always have to go to 
bed? 018 
Do frequent colds keep you miserable all winter? 019 
Do you get hay fever? 020 
Do you suffer from asthma? 021 
Are you troubled by constant coughing? 022 
Have you ever coughed up blood? 023 
Do you sometimes have severe soaking sweats at 
night? 024 
Have you ever had a chronic chest condition? 025 
Have you ever had T. B. (Tuberculosis)? 026 
Did you ever live with anyone who had T. B.? 027 
C 
Has a doctor ever said your blood pressure was 
too high? 028 
Has a doctor ever said your blood pressure was 
too low? 029 
Do you have pains in the heart or chest? 030 
Are you bothered by thumping of the heart? 031 
Does your heart often race like mad? 032 
Do you often have difficulty in breathing? 033 
Do you get out of breath long before anyone else? 034 
Do you sometimes get out of breath just sitting 
still? 035 
Are your ankles often badly swollen? 036 
Do cold hands or feet trouble you even in hot 
weather? 037 
Do you suffer from frequent cramps in your legs? 038 
Has a doctor ever said you had heart touble? 039 
Does heart trouble run in your family? 040 
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D 
Have you lost more than half your teeth? 041 
Are you troubled by bleeding Sums? 042 
Have you often had severe toothaches? 043 
Is your tongue usually badly coated? 044 
Is your appetite always poor? 045 
Do you usually eat sweets or other food between 
meals? 046 
Do you always gulp your food in a hurry? 047 
Do you often suffer from a stomach upset? 048 
Do you usually feel bloated after eating? 049 
Do you usually belch a lot after eating? 050 
Are you often sick to the stomach? 051 
Do you suffer from indigestion? 052 
Do severe pains in the stomach often double you up? 053 
Do you suffer from constant stomach trouble? 054 
Does stomach trouble run in your family? 055 
Has a doctor ever said you had stomach ulcers. 056 
Do you suffer from frequent loose bowel movements? 057 
Have you ever had severe bloody diarrhea? 058 
Were you ever troubled with intestinal worms? 059 
Do you constantly suffer from bad constipation? 060 
Have you ever had piles (rectal hemorrhoids)? 061 
Have you ever had jaundice (yellow eyes/skin)? 062 
Have you ever had serious liver or gall bladder 
trouble? 063 
E 
Are your joints painfully swollen? 064 
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Do your muscles and joints constantly feel stiff? 065 
Do you usually have severe pains in the arms or legs? 066 
Are you crippled with severe rheumatism (Arthritis)? 067 
Does rheumatism (Arthritis) run in your family? 068 
Do weak or painful feet make your life miserable? 069 
Do pains in the back make it hard for you to keep up 
with your work? 070 
Are you troubled with a serious bodily disability 
or deformity? 071 
F 
Is your skin very sensitive or tender? 072 
Do cuts in your skin usually stay open a long time? 073 
Does your face often get badly flushed? 074 
Do you sweat a great deal even in cold weather? 075 
Are you often bothered by severe itching? 076 
Does your skin often break out in a rash? 077 
Are you troubled with boils? 078 
G 
Do you suffer badly from frequent severe headaches? 079 
Does pressure or pain in the head often make life 
miserable? 080 
Are headaches common in your family? 081 
Do you have hot or cold spells? 082 
Do you often have spells of severe dizziness? 083 
Do you frequently feel faint? 084 
Have you fainted more than twice in your life? 085 
Do you have constant numbness or tingling in any 
part of your body? 086 
Was any part of your body ever paralysed? 087 
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Were you ever knocked unconscious? 088 
Have you at times had a twitching of the face 
head or shoulders? 089 
Did you over have a fit/convuli 
Has anyone in your family ever 
convulsions (epilepsy)? 
Do you bite your nails badly? 
Are you troubled by stuttering 
Are you a sleep walker? 
lion (epilepsy)? 090 
had fits or 
091 
092 
or stammering? 093 
094 
Are you a bed wetter? 095 
More you a bed wetter between the ages of 8 and 14? 096 
(Questions 97 to 102 are for males only) 
H 
Have you ever had anything wrong with your 
genitals (privates)? 097 
Are your genitals often painful or sore? 098 
Have you ever had treatment for your genitals? 099 
Has a doctor ever said you had a hernia/rupture? 100 
Have you ever passed blood while urinating 
(passing water)? 101 
Do you have trouble starting your stream when 
urinating? 102 
(Questions 103 to 108 are for females only) 
Have your menstrual periods usually been painful? 103 
Have you often felt weak or sick with your periods? 104 
Have you often had to lie down when your periods 
come on? 105 
Have you usually been tense or jumpy with your 
periods? 106 
Have you ever had constant severe hot flushes 
and sweats? 107 
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Have you often been troubled with vaginal discharge? 108 
Do you have to get up every night and urinate? 109 
During the day, do you usually have to urinate 
frequently? 110 
Do you often have severe burning pain when you 
urinate? 111 
Do you sometimes lose control of your bladder? 112 
Has a doctor over said you had a kidney or bladder 
disease? 113 
I 
Do you often bet spells of complete exhaustion 
or fatigue? 114 
Does working tire you out completely? 115 
Do you usually get up tired and exhausted in 
the morning? 116 
Does every little effort wear you out? 117 
Are you constantly too tired and exhausted even 
to eat? 118 
Do you suffer from severe nervous exhaustion? 119 
Does nervous exhaustion run in your family? 120 
J 
Are you frequently ill? 121 
Are you frequently confined to bed by illness? 122 
Are you always in poor health? 123 
Are you considered a sickly person? 124 
Do you come from a sickly family? 125 
Do severe pains and aches make it impossible for 
you to do your work? 126 
Do you wear yourself out worrying about your health? 127 
Are you always ill and unhappy? 126 
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Are you constantly made miserable by poor health? 129 
K 
Did you ever have scarlet fever? 130 
As a child, did you have rheumatic fever, growing 
pains or twitching of the limbs? 131 
Did you ever have malaria? 132 
Were you ever treated for severe anemia 
(thin blood)? 133 
Were you ever treated for 'bad blood' 
(venereal disease)? 134 
Do you have diabetes (sugar disease)? 135 
Did a doctor ever say you had a goiter (in the 
neck)? 136 
Did a doctor ever treat you for tumour or cancer? 137 
Do you suffer from any chronic disease? 138 
Are you definitely under weight? 139 
Are you definitely over weight? 140 
Did a doctor ever say you had varicose veins 
(sw ollen veins)in your legs? 141 
Did you ever have a serious operation? 142 
Did you ever have a serious injury? 143 
Do you often have small accidents or injuries? 144 
L 
Do you usually have great difficulty in falling 
asleep or staying asleep? 145 
Do you find it impossible to take a regular rest 
period each day? 146 
Do you find it impossible to take regular daily 
147 exercise? 
Do you drink more than six cups of coffee or 
tea a day? 148 
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Do you smoke more than 20 cigarettes a day? 149 
Do you tremble or sweat a lot during examinations 
or questioning? 150 
Do you get nervous and shaky when approached by a 
supervisor? 151 
Does your work fall to pieces when the boss or 
supervisor is watching you? 152 
Does your thinking get completely mixed up when 
you have to do things quickly? 153 
Must you do things very slowly in order to do 
them without mistakes? 154 
Do you always get directions and orders wrong? 155 
Do strange people or places make you afraid? 156 
Are you scared to be alone when there are no 
friends near you? 157 
Is it always hard for you to make up your mind? 156 
Do you wish you always had someone at your side 
to advise you? 159 
Are you considered a clumsy person? 160 
Does it bother you to eat anywhere except in 
your own home? 161 
N 
Do you feel alone and sad at a party? 162 
Do you usually feel unhappy and depressed? 163 
Do you often cry? 164 
Are you always miserable and blue? 165 
Does life look entirely hopeless? 166 
Do you often wish you were dead and away from it all? 167 
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0 
Does worrying continually get you down? 
Does worry run in your family? 
Does every little thing get on your nerves and 
wear you out? 
Are you considered a nervous person? 
Does nervousness run in your family? 
Did you ever have a nervous breakdown? 
Did anyone in your family ever have a nervous 
breakdown? 
Were you ever a patient in a mental hospital 
(for your nerves)? 
Was anyone in your family ever a patient in a 
mental hospital (for their nerves)? 
168 
169 
170 
171 
172 
173 
174 
175 
176 
P 
Are you extremely shy or sensitive? 177 
Do you come from a shy or sensitive family? 178 
Are your feelings easily hurt? 179 
Does criticism always upset you? 180 
Are you considered a touchy person? 181 
Do people usually misunderstand you? 182 
Q 
4o you have to be on your guard even with friends? 183 
Do you always do things on sudden impulse? 184 
Are you easily upset or irritated? 185 
Do you go to pieces if you don't constantly control 
yourself? 186 
Do little annoyances get on your nerves and make 
you angry? 187 
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Does it make you angry to have anyone tell you 
what to do? 188 
Do people often annoy and irritate you? 189 
Do you flare up in anger if you can't have what 
you want right away? 190 
Do you often get into a violent rage? 191 
R 
Do you often shake or tremble? 192 
Are you constantly keyed up and jittery? 193 
Do sudden noises make you jump or shake badly? 194 
Do you tremble or feel weak whenever someone 
shouts at you? 195 
Do you become scared at sudden movements or 
noises at night? 196 
Are you often awakened out of your sleep by 
frightening dreams? 197 
Do frightening thoughts keep coming back in 
your mind? 198 
Do you often break out in a cold sweat? 200 
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A 
Ple ase put a circle around 'YES' if your answer to the 
que stion asked is yes and put a circle around 'NO' if your 
ans wer to the question asked is no. 
I In general would you say that people 
wanted to be asked for help? to to to to YES NO 
2 Do you liked to be asked for help?.. .. .. YES NO 
3 Have you ever shared the same room 
with a member of your family?.. to to to YES NO 
4 If the answer to Question 3 is yes, 
would you choose to live with that/ 
those persons, if you had a chance 
to re-live your childhood over again? .. to YES NO 
5 Does your family reward you when you 
achieve something? .... .... YES NO to 
6 Have you ever received conflicting 
advice from your family? .... .. .. YES NO 7 In general, have you ever felt over- 
protected by your family? to to to to YES NO 
- if yes, did you like that? .... .. YES NO 
- if no, would you like to have felt 
that way? to .... .... .. .. YES NO 8 Do you think that universities are 
the right place for choosing friends? to to YES NO 9 Are you involved in any campus 
activities? to .... .... to to YES NO 10 In general, do you think that the 
students' complaints are listened to 
by the University? to to to to .. YES NO 11 Do any of your lecturers remind you 
of your parents? to to to .... .. YES 
NO 
to whether yes or no do you like that? .. ' .. YES NO 
12 Do you think that your friends want to 
be with you because they need you? to .. YES NO 
13 Do you think that some of your friends 
take advantage of you? .... .... .. YES NO 
14 Do you think that your family members 
are interested in you because they 
really need you? to .. to .... to YES NO 
15 Do you sometimes feel that your family 
members are interested in you because 
they feel an obligation to show some 
interest in you? to to .... .. .. YES NO 
16 Do your friends feel comfortable in the 
presence of your parents? .. to to .. YES NO 
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B 
For each question choose the answer that is applicable and 
true for you and circle the letter which belongs to the 
answer you choose. When an open answer is required, please 
write your answer briefly. 
17 When a member of your family faces any OFFICIAL 
problems, do other members of the family USE ONLY 
encourage him/her to discuss them with 
the family or encourage him/her to keep 
them to his/herself? 
A- Discuss them 
B- Keep them to his/herself () 
18 Do you think that a person should 
discuss his/her problems with the 
rest of the family or keep them to 
his/herself? 
A- Discuss them 
B- Keep them to his/herself () 
19 How many friends do you have? 
A-0to3 
B-3 to 6C) 
C-6 or more 
20 What is the ideal number of friends? 
A-0to3 
B-3 to 6() 
C-6 or more 
21 Do you ever discuss your personal 
problems with your close friends? 
A- Always 
B- Sometimes () 
C- Seldom 
22 Do you think that it is important 
to discuss your problems with your 
close friends? 
A- Yes 
B- No C) 
23 Do you ever discuss your problems 
with your doctor? 
A- Always 
B- Sometimes () 
C- Seldom 
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24 Do you think that it is important to 
discuss your problems with your doctor? 
A- Yes 
8- No () 
25 Have you over shared the same room with 
another student? 
A- YES 
B- NO () 
26 If a new student seeks your advice, 
regarding living in the university housing 
would you advise him to live in a single 
room or to share a room with another 
student? 
A Single room 
B Share the same room () 
27 Do you talk to your lecturers outside 
the classrooms? 
A- Always 
B- Sometimes t1 
C- Never 
28 If you were a lecturer would you devote 
more time to meeting your students outside 
the classrooms or do you think that there 
is no need for that? 
A- No need for that 
B- Devote more time 
29 Have you ever felt lonely? 
A- Never 
B- Sometimes C) 
30 When you feel that you have to be with 
someone, do you look for him/her until 
you find him/her or do you avoid doing 
so because you think that you may force 
him/her to do something he/she does not 
like? 
A- Look for him/her 
B-I avoid that ci 
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31 Do you think that a person must have 
friends? 
A YES 
8 NO () 
If yes, is that because he/she needs them 
or is it because people are encouraged 
to have friends by society? 
A Needs them 
B Encouraged by society () 
32 Does your family welcome your friends? 
A- Yes 
S- Sometimes C 
C-No 
33 When you fail to achieve something, do 
your parents blame you, blame themselves 
or blame Society for your failure? 
A- Blame me 
B- Blame themselves 
C- Blame the Society 
34 When you achieve something do your 
parents think that you must be credited 
for it or do they think that they are 
the ones who must be credited? 
A- Credit me 
B- Think they must be credited () 
35 Have you ever been punished by your 
parents because you failed in school 
or anything aloe? 
A- Yes 
B- No 
36 When you are in the presence of others, 
who usually starts the conversation? 
A-I do 
B- They do 
37 Would you like to take the initiative 
in the conversation or would you rather 
wait until somebody also does? 
A-I start 
B- Wait for somebody also C 
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38 When you look upset or sad, do your 
family members ask about what is 
bothering you? 
A- Yes 
B-No t) 
39 Do your friends usually ask you about 
what is bothering you when you look 
upset or sad? 
A- Yes 
B- NO t) 
40 When you are about to do something do 
your family members let you do it by 
yourself or try to do it for you? 
A- Myself 
B- Do it for me t) 
C- Sometimes they try to do it for me 
41 Do you think that a person should do 
what he is about to do by him/herself 
or would you say that his/her parents 
should do it for him/her? 
A- Does it by him/herself 
B- The family has to do it () 
C- Sometimes they try to do it for me 
42 Do you feel that your friends are 
interested in what you are interested in? 
A- Yes 
B- Some of them () 
C- No 
43 Do you think that people who do not 
share one'spoint of view must be 
avoided? 
A- Yes 
B- No () 
44 Some people think that when a person 
is really down it is most likely that 
nobody caress do you agree with this 
statement? 
A-Yes 
8- No t) 
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45 Do you feel at ease and relaxed when 
you visit your friends? 
A- Yes 
B- Sometimes t) 
C- No 
46 When you visit your friends do you behave 
in certain ways to avoid hurting their 
feeling? 
A- you 
B- Sometimes 
C- No 
47 Do your friends feel at ease and 
relaxed when they visit you? 
A- Yes 
B- Sometimes () 
C- No 
48 Do yon 
avoid 
visit 
A 
B- 
C- 
ur friends behave in certain ways to 
hurting your feelings when they 
you? 
you 
Sometimes t 
Never 
49 Having friends means that you are expected 
to offer them as much as they offer you; 
do you agree with this statement? 
A- Yes 
B- Sometimes t 
C- No 
If YES or SOMETIMES: do you think it is 
not easy for,. most people to keep up with 
this rule? 
A- Yes 
8- No () 
50 How many close friends do you have? 
A-0 to 3 
8-3 to 6() 
C-6 or more 
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51 If you had a choice would you like to 
have fewer close friends, keep the 
number you have or have more close 
friends? 
A- Power 
B- Keep the number t) 
C- More 
52 How many brothers and sisters do you have? 
A-I am the only one 
8-l to 3() 
C-3to6 
53 Do you think that the number of children in 
a given family has any effect on the way in 
which these children are treated by their 
family? 
A- You 
B- No C) 
If YES, in what way? (open answer).......... 
............................................ 
............................................ 
54 Did your parents prefer to have boys rather 
than girls or vice versa? 
A- Boys 
8- Girls () 
55 In your family, are males outnumbered by 
females or females outnumbered by males? 
A- Males outnumbered by females 
B- Females outnumbered by males t) 
C- Not applicable 
56 Have you ever lived with a step-father? 
A- Yes 
B- No () 
If YES, would you may that living with 
a step-father is worse or better than 
living with the biological parents or 
would you say it is about the same? 
A- Morse 
B- Better () 
C- About the same 
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57 Have you ever lived with a step-mother? 
A -' Yen C No 
If YES, would you say that living with 
a step-mother is worse or better than 
living with the biological parents or 
would you say it is about the same? 
A- Morse 
B- Better C 
C- About the same 
58 Would you say that your relationship 
with the opposite sex is satisfactory 
or unsatisfactory? 
A- Satisfactory 
B- Unsatisfactory () 
59 Would you think that children who live 
with strict parents are as happy as those 
who live with easy-going parents? 
A- Yes 
B- No () 
if NO, who would be happier (open answer).. 
...... .... .... ...... .... ... .... ...... ...... 
................................:.......... 
60 Would you describe your parents as inflexible 
or as easy-going parents? 
A- Inflexible 
B- Easy-going 
61 Other than for the sake of employment, why do 
you think people sometimes move from one town 
to another? 
A- Because of the people 
B- Because of the weather 
C- Because of the lack of fun () 
D- Because of the size of the population 
E- Other .................................. 
62 Have you ever thought seriously about moving 
to another town? 
A- Yes 
B- No 
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63 What is/was the size of the house/flat in which 
you lived with. your parents? 
A- Small 
B- Average 
C- Large t) 
If the answer is SMALL, have you ever dreamt 
about living in a larger house/flat? 
A- Yes 
B- No () 
64 How would you describe the atmosphere 
of your University campus? 
A- Friendly 
B- Indifferent 
C- Hostile 
65 When you are on campus, do you feel that 
you are part of the whole thing or do 
you feel that you do not belong to it? 
A- Part of it 
B- Do not belong C 
66 Do you like large, medium or small 
universities? 
A Large 
B- Medium () 
C- Small 
67 How are your relationships with your 
lecturers? 
A- Good 
B- Okay () 
C- Bad 
68 Do you miss the campus when you are 
away from it? 
A- Yes 
B- No ci 
69 How many friends do you have on campus? 
A-I toi 
B-3 to 6(y 
C- None 
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If the answer is A or B would you like to 
maintain your friendship with those students 
even after leaving the University? 
A- Yes 
B- Some of them () 
C- No 
70 Was it easy for you to build up your relation- 
ships with those students? 
A- Yes 
B- No () 
71 How would you describe your relationship 
with the University Administration? 
A- Good 
B- OK 
C- Bad 
72 Have you ever discussed your problems 
with the University Counselling Unit? 
A- Yes 
B- No C) 
If the answer is NO, was this because you 
had no problems or was it because you did 
not want to? 
A- Had no problems 
B- Did not want to t) 
If the answer is YES, were they helpful? 
A- Yes 
8- No () 
73 Are you frequently interrupted when 
you are talking to others? 
A- Yos 
B- No 
If YES, do you think that such a thing 
is normal, acceptable or rude? 
A- Normal 
8- Acceptable { 
C- Rude 
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74 Do you think that people to whom you feel 
close feel the same towards you? 
A- Yes 
B- Some of them 
C- Few of them 
D- No 
75 Do you sometimes find yourself in the 
presence of people whom you dislike? 
A- Yes 
B- No 
If YES, does this bother you? 
A- Yee 
8- Sometimes 
C- No 
76 How many wives does your father have? 
A- My mother only 
B-2 
C-3to4 
C) 
(i 
C) 
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Sex"" 12 
RE" 
1r 12. 
' 
08 
2 
H by: RE, Sex. 
12.08 16.61 
( 25) ( 44) 
8.08 10.43 
( 25) ( 44) 
Sun of Mean Signif. 
Source of variation Squares DF Square F of P 
Main Effects 1380.684 2 690.342 8.934 0.000 
RE 1002.783 1 1002.783 12.977 0.000 
Sex 377.902 1 377.902 4.890 0.029 
2-Way Interactions 37.945 1 37.945 0.491 0.485 
RE Sex 37.945 1 37.945 0.491 0.485 
Explained 1418.629 3 472.876 6.119 0.001 
Residual 10354.907 134 77.275 
Total 11773.536 137 85.938 
Sex 
RE 
1 
2 
HB by: RE, Sex. 
12 
2.32 2.32 
( 25) ( 44) 
1.76 1.39 
( 25) ( 44) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 23.044 2 11.522 2.709 0.070 
RE 21.920 1 21.920 5.153 0.025 
Sex 1.124 1 1.124 0.264 0.608 
2-Way Interactions 1.102 1 1.102 0.259 0.612 
RE Sex 1.102 1 1.102 0.259 0.612 
Explained 24.146 3 8.049 1.892 0.134 
Residual 569.977 134 4.254 
Total 594.123 137 4.337 
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Sex 12 
RE T 
110.80-1 
2 
HC by: RE, Sex. 
0.80 1.52 
( 25) ( 44) 
0.44 0.80 
( 25) ( 44) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of F 
Main Effects 21.447 2 10.724 5.563 0.005 
RE 12.181 1 12.181 6.319 0.013 
Sex 9.266 1 9.266 4.807 0.030 
2-Way Interactions 1.075 1 1.075 0.558 0.456 
RE Sex 1.075 1 1.075 0.558 0.456 
Explained 22.522 3 7.507 3.895 0.010 
Residual 258.296 134 1.928 
Total 280.819 137 2.050 
Sex 
RE 
1 
2 
HH by: RE. Sex. 
12 
0.96 2.95 
( 25) 
F 
( 44) 
0.28 2.25 
( 25) ( 44) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 141.981 2 70.991 20. 763 0.000 
RE 16.696 1 16.696 4. 883 0.029 
Sex 125.285 1 125.285 36. 643 0.000 
2-Way interactions 0.005 1 0.005 0. 001 0.970 
RE Sex 0.005 1 0.005 0. 001 0.970 
Explained 141.986 3 47.329 13. 842 0.000 
Residual 458.159 134 3.419 
Total 600.145 137 4.381 
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Sex 12 
RE 
1 0.56 
2 
HN by: RE, Sex. 
0.56 1.02 
i 25) ( 44) 
0.36 0.59 
t 25) ( 44) 
Sum of Mean Signif. 
Source of variation Squares DP Square F of F 
Main Effects 8.009 2 4.005 3.637 0.029 
RE 4.174 1 4.174 3.791 0.054 
Sex 3.835 1 3.835 3.483 0.064 
2-Way Interactions 0.428 1 0.428 0.389 0.534 
RE Sex 0.428 1 0.428 0.309 0.534 
Explained 8.437 3 2.812 2.554 0.058 
Residual 147.534 134 1.101 
Total 155.971 137 1.138 
Sox 
RE 
1 
2 
HO by: RE, Sex. 
1z 
0.64 0.64 
C 25) ( 44) 
0.28 0.23 
( 25) ( 44) 
Sum of Mean Signif. 
Source of variation Squares DP Square F of F 
Main Effects 5.308 2 2.654 3.677 0.028 
RE 5.283 1 5.283 7.320 0.008 
Sex 0.025 1 0.025 0.035 0.852 
2-Nay Interactions 0.019 1 0.019 0.027 0.871 
RE Sex 0.019 1 0.019 0.027 0.871 
Explained 5.327 3 1.776 2.460 0.065 
Residual 96.709 134 0.722 
Total 102.036 137 0.745 
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Sex 
RE 
1 
2 
HP by: RE, Sex. 
12 
1.48 1.66 
( 25) t 44) 
0.92 0.86 
( 25) ( 44) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of F 
Main Effects 17.519 2 8.759 4.297 0.016 
RE 17.399 1 17.349 8.535 0.004 
Sax 0.120 1 0.120 0.059 0.809 
2-Way Interactions 0.442 1 0.442 0.217 0.642 
RE Sex 0.442 1 0.442 0.217 0.642 
Explained 17.961 3 5.987 2.937 0.036 
Residual 273.148 134 2.038 
Total 291.109 137 2.125 
'RE: I= High, 2= Low. "'Sexy I= Male, 2= Female. 
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SexM"" 
NE" 
I 
2 
H by: NE, Sex. 
12 
11.35 17.97 
( 31) ( 34) 
9.19 10.72 
( 21) ( 54) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 1255.019 2 627.510 7.808 0.001 
NE 952.562 1 952.562 11.852 0.001 
Sex 542.958 1 542.958 6.756 0.010 
2-Way Interactions 202.235 1 202.235 2.516 0.115 
NE Sex 202.235 1 202.235 2.516 0.115 
Explained 1457.254 3 485.751 6.044 0.001 
Residual 10930.139 136 80.369 
Total 12387.393 139 89.118 
Sex 1 2 
NE 
1 2.39 2.59 
2 
HB by: NE, Sex. 
2.39 2.59 
( 31) ( 34) 
1 . 67 1.39 
( 21) ( 54) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 36.658 2 18.329 4.411 0.014 
NE 34.714 1 34.714 8.355 0.004 
Sex 0.028 1 0.028 0.007 0.935 
2-Way Interactions 1.795 1 1.795 0.432 0.512 
NE Sex 1.795 1 1.795 0.432 0.512 
Explained 38.453 3 12.818 3.085 0.029 
Residual 565.090 136 4.155 
Total 603.543 139 4.342 
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Sax 12 
NE . ý. r... ý. ýý. ý. 
HC by: NE, sex. 
I 
2 
0.77 1.62 
t 31) ( 34) 
0.57 0.87 
( 21) ( 54) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 16.967 2 8.484 4.140 0.018 
NE 9.846 1 9.846 4.805 0.030 
Sex 10.567 1 10.567 5.157 0.025 
2-Way interactions 2.320 1 2.320 1.132 0.289 
NE Sex 2.320 1 2.320 1.132 0.289 
Explained 19.287 3 6.429 3.137 0.028 
Residual 278.684 136 2.049 
Total 297.971 139 2.144 
NE 
Sex 12 
I 
2 
0.71 3.21 
( 31) ( 34) 
0.43 2.22 
( 21) ( 54) 
HH by= NE, Sex. 
Sum of Mean Signif. 
Source of variation squares DF Square F of F 
Main Effects 148.859 2 74.429 22.275 0.000 
NE 17.315 1 17.315 5.182 0.024 
Sex 145.821 1 145.821 43.641 0.000 
2-Way interactions 3.862 1 3.862 1.156 0.284 
NE Sex 3.862 1 3.862 1.156 0.284 
Explained 152.721 3 50.907 15.235 0.000 
Residual 454.422 136 3.341 
Total 607.143 139 4.368 
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Sex 12 
1 0.48 
2 
HN by: NE, Sax. 
0.48 1.15 
( 31) t 34) 
0.52 0.59 
( 21) ( 54) 
Sum of Mean Signif. 
Source of variation Squares DP Square P of F 
Main Effects 6.747 2 3.373 3.013 0.052 
NE 3.670 1 3.670 3.277 0.072 
Sex 4.439 1 4.439 3.964 0.048 
2-Way Interactions 2.764 1 2.764 2.469 0.118 
NE Sex 2.764 1 2.764 2.469 0.118 
Explained 9.511 3 3.170 2.831 0.041 
Residual 152.282 136 1.120 
Total 161.793 139 1.164 
Sex 
NE 
1 
2 
HO by: WE, Sex. 
12 
0.48 0.68 
( 31) ( 34) 
0.62 0.28 
( 21) ( 54) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 1.687 2 0.843 0.964 0.384 
NE 1.318 1 1.315 1.503 0.222 
Sex 0.132 1 0.132 0.151 0.698 
2-Way Interactions 2.230 1 2.230 2.549 0.113 
NE Sex 2.230 1 2.230 2.549 0.113 
Explained 3.917 3 1.306 1.493 0.219 
Residual 118.969 136 0.875 
Total 122.886 139 0,884 
- 480 - 
Sex 
NE 
1 
2 
HP by: NE, Sex. 
12 
1.26 1.74 
( 31) ( 34) 
1.00 0.96 
( 21) ( 54) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 11.587 2 5.794 2.809 0.064 
NE 11.210 1 11.210 5.435 0.021 
Sex 1.644 1 1.644 0.797 0.373 
2-Way Interactions 2.069 1 2.069 1.003 0.318 
NE Sex 2.069 1 2.069 1.003 0.318 
Explained 13.657 3 4.552 2.207 0.090 
Residual 280.479 136 2.062 
Total 294.136 139 2.116 
*NE I= High, 2= Low. '"'Sext I= Male, 2= Female. 
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RE* 
1 
2 
H by: RE, SSS. 
12 
12.05 17.65 
( 21) ( 40) 
8.83 11.57 
( 42) ( 23) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 1587.568 2 793.784 9.957 0.000 
RE 626.425 1 626.425 7.858 0.006 
SSS 484.230 1 484.230 6.074 0.015 
2-Way Interactions 58.895 1 58.895 0.739 0.392 
RE SSS 58.895 1 58.895 0.739 0.392 
Explained 1646.462 3 548.821 6.885 0.000 
Residual 9725.538 122 79.718 
Total 11372.000 125 90.976 
sss 
RE 
1 
2 
HB by: RE. SSS. 
12 
2.14 2.60 
( 21) ( 40) 
1.21 2.04 
( 42) ( 23) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 39.613 2 19.806 4.557 0.012 
RE 15.605 1 15.605 3.591 0.060 
SSS 12.107 1 12.107 2.786 0.098 
2-Way Interactions 0.989 1 0.989 0.228 0.634 
RE SSS 0.989 1 0.989 0.228 0.634 
Explained 40.602 3 13.534 3.114 0.029 
Residual 530.199 122 4.346 
Total 570.802 125 4.566 
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sss 
RE 
1 
2 
12 
1.10 1.45 
t 21) t 40) 
0.71 0.61 
( 42) ( 23) 
HC by: RE, SSS. 
Sum of Mean Signif. 
Source of variation Squares DP Square F of P 
Main Effects 13.718 2 6.859 3.246 0.042 
RE 10.853 1 10.853 5.137 0.025 
SSS 0.384 1 0.384 0.182 0.671 
2-Way Interactions 1.515 1 1.515 0.717 0.399 
RE SSS 1.515 1 1.515 0.717 0.399 
Explained 15.233 3 5.078 2.403 0.071 
Residual 257.759 122 2.113 
Total 272.992 125 2.184 
sss 
RE 
I 
2 
HH by: RE, SSS. 
12 
2.19 2.52 
C 21) ( 40) 
1.79 1.22 
( 42) ( 23) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of F 
Main Effects 21.944 2 10.972 2.487 0.087 
RE 21.436 1 21.436 4.859 0.029 
SSS 0.515 1 0.515 0.117 0.733 
2-Way Interactions 5.826 1 5.826 1.321 0.253 
RE SSS 5.826 1 5.826 1.321 0.253 
Explained 27.771 3 9.257 2.098 0.104 
Residual 538.198 122 4.411 
Total 565.968 125 4.528 
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sss 
RE 
I 
HN by: RE, SSS. 
Sum of Mean Signif. 
Source of variation Squares DP Square F of P 
Main Effects 15.717 2 7.858 7.199 0.001 
RE 1.042 1 1.042 0.955 0.330 
SSS 11.183 1 11.183 10.245 0.002 
2-Way Interactions 0.391 1 0.391 0.359 0.550 
RE SSS 0.391 1 0.391 0.359 0.550 
Explained 16.108 3 5.369 4.919 0.003 
Residual 133.169 122 1.092 
2 
12 
1.43 1.17 
( 21) ( 40) 
0.36 0.87 
( 42) ( 23) 
Total 149.278 125 1.194 
RE 
sss 12 
I 
2 
1 1 . 97 
F 
) 40) 
9 1.39 
) 44 ( 23) 
HP by: RE, SSS. 
Sum of Mean Signif. 
Source of variation Squares DP Square P of F 
Main Effects 37.162 2 18.581 10. 463 0.000 
RE 3.631 1 3.631 2. 044 0.155 
SSS 24.461 1 24.461 13. 773 0.000 
2-Way interactions 1.543 1 1.543 0. 869 0.353 
RE SSS 1.543 1 1.543 1. 869 0.353 
Explained 38.705 3 12.902 7. 265 0.000 
Residual 216.668 122 1.776 
Total 255.373 125 2.043 
*REs Ia High, 2: Low. "SSSCSooial Supplt 1- High, 2a Low 
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SSS*41 12 
NE" 
1 10.90 
2 
H by: NE, SSS. 
10.90 16.56 
( 20) ( 45) 
10.05 10.65 
( 44) ( 31) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of P 
Main Effects 960.532 2 480.266 5.818 0.004 
NE 450.297 1 450.297 5.455 0.021 
SSS 248.470 1 248.470 3.010 0.085 
2-Way Interactions 200.944 1 200.944 2.434 0.121 
NE SSS 200.944 1 200.944 2.434 0.121 
Explained 1161.476 3 387.159 4.690 0.004 
Residual 11225.917 136 82.544 
Total 12387.393 139 89.118 
sss NE 
I 
2 
HB by: NE, SSS. 
12 
2 OO 2.71 
F 
j 
) 45) 
9 1.58 
44 ) ( 31) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of P 
Main Effects 42.218 2 21.109 5.134 0.007 
NE 26.535 1 26.535 6.453 0.012 
SSS 5.588 1 5.588 1.359 0.246 
2-Nay Interactions 2.100 1 2.100 0.511 0.476 
RE SSS 2.100 1 2.100 0.511 0.476 
Explained 44.318 3 14.773 3.593 0.015 
Residual 559.225 136 4.112 
Total 603.543 139 4.342 
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sss 12 
1 0.95 
2 
HC by: NE. SSS. 
0.95 1.33 
( 20) ( 45) 
0.89 0.65 
( 44) ( 31) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 6.427 2 3.213 1.515 0.224 
NE 5.682 1 5.682 2.679 0.104 
SSS 0.026 1 0.026 0.012 0.911 
2-Way Interactions 3.066 1 3.066 1.446 0.231 
NE SSS 3.066 1 3.066 1.446 0.231 
Explained 9.493 3 3.164 1.492 0.220 
Residual 288.479 136 2.121 
Total 297.971 139 2.144 
sss 
NE 
1 
2 
HH by: NE, SSS. 
12 
1.55 2.22 
t 20) ( 45) 
2.05 1.26 
C 44) ( 31) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of F 
Main Effects 3.823 2 1.911 0.443 0.643 
NE 3.690 1 3.690 0.856 0,357 
SSS 0.784 1 0.784 0.182 0.670 
2-Way interactions 16.748 1 16.748 3.883 0.051 
RE SSS 16.748 1 16.748 3.883 0.051 
Explained 20.571 3 6.857 1.590 0.195 
Residual 586.572 136 4.313 
Total 607.143 139 4.368 
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sss 
Ne 
I 
2 
HN by: HE, SSS. 
12 
0.45 1.00 
( 20) ( 45) 
0.41 0.81 
( 44) ( 31) 
Sue of Mean Signif. 
Source of variation Squares DP Square F of F 
Main Effects 9.185 2 4.592 4.097 0.019 
NE 0.527 1 0.527 0.471 0.494 
SSS 6.877 1 6.887 6.136 0.014 
2-Way interactions 0.183 1 0.183 0.163 0.687 
NE SSS 0.183 1 0.183 0.163 0.687 
Explained 9.368 3 3.123 2.786 0.043 
Residual 152.425 136 1.121 
Total 161.793 139 1.164 
sss 
NE 
I 
2 
HO by.. NE, SSS. 
12 
0.20 0.76 
( 20) ( 45) 
0.32 0.45 
( 44) ( 31) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of P 
Main Effects 4.751 2 2.375 2.768 0.066 
NE 0.487 1 0.487 0.567 0.453 
355 3.197 1 3.197 3.724 0.056 
2-Way interactions 1.401 1 1.401 1.632 0.204 
RE SSS 1.401 1 1.401 1.632 0.204 
Explained 6.152 3 2.051 2.389 0.072 
Residual 116.734 136 0.858 
Total 122.886 139 0.884 
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sss 
NE 
I 
2 
HP by; NE, BBS. 
12 
0.75 1.84 
( 20) ( 45) 
0.70 1.35 
( 44) ( 31) 
Sun of Mean Signif. 
Source of variation Squares DP Square P of P 
Main Effects 32.668 2 16.334 8.547 0.000 
NE 2.878 1. 2.878 1.506 0.222 
SSS 22.725 1 22.725 11.891 0.001 
2-Way Interactions 1.551 1 1.551 0.811 0.369 
RE SSS 1.551 1 1.551 0.811 0.369 
Explained 34.219 3 11.406 5.968 0.001 
Residual 259.917 136 1.911 
Total 294.136 139 2.116 
'NEI Ie High, 2= Low. 
M'SSS2 (Social Support): i- High, 2" Low. 
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LCB4` 
RE' 
1 
2 
H by: RE, LCB. 
12 
19.56 11.41 
( 32) ( 32) 
12.45 7.56 
( 29) ( 34) 
Sun of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 2376.528 2 1188.264 16.361 0.000 
RE 929.555 1 929.555 12.799 0.000 
LCB 1354.116 1 1354.116 18.645 0.000 
2-Way Interactions 84.434 1 84.434 1.163 0.283 
RE LCB 84.434 1 84.434 1.163 0.283 
Explained 2460.962 3 820.321 11.295 0.000 
Residual 8933.149 123 72.627 
Total 11394.110 126 90.429 
RE 
LCB 12 
I 
2 
2.81 1.94 
( 32) ( 32) 
1.69 1.47 
( 29) ( 34) 
HB by: RE. LCB. 
Source of variation 
Main Effects 
RE 
LCB 
2-Way Interactions 
RE LCB 
Explained 
Residual 
Total 
Sum of 
Squares DF 
30.098 2 
19.370 1 
9.597 1 
3.404 1 
3.404 1 
33.502 3 
547.427 123 
580.929 126 
Mean 
Square 
15.049 
19.370 
9.597 
3.404 
3.404 
11.167 
4.451 
4.611 
Signif. 
P of P 
3. 381 0.037 
4. 352 0.039 
2. 156 0.145 
0. 765 0.384 
0. 765 0.384 
2.509 0.062 
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LCB 12 
RE 
1 1.63 
2 
HC by: RE, LCB. 
1.63 1.03 
( 32) ( 32) 
1.00 0.38 
( 29) ( 34) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 25.497 2 12.749 6.361 0.002 
RE 12.879 1 12.879 6.427 0.012 
LCB 11.607 1 11.607 5.792 0.018 
2-Way Interactions 0.005 1 0.005 0.002 0.962 
RE LCB 0.005 1 0.005 0.002 0.962 
Explained 25.502 3 8.501 4.242 0.007 
Residual 246.498 123 2.004 
Total 272.000 126 2.159 
LCB 
RE 
I 
2 
HH by; RE, LCB. 
12 
3.22 1.53 
( 32) ( 32) 
2.17 1.15 
( 29) ( 34) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 76.691 2 38.346 9.551 0.000 
RE 15.620 1 15.620 3.890 0.051 
LCB 58.548 1 58.548 14.583 0.000 
2-Way interactions 3.469 1 3.469 0.864 0.354 
RE LCB 3.469 1 3.469 0.864 0.354 
Explained 80.160 3 26.720 6.655 0.000 
Residual 493.840 123 4.015 
Total 574.000 126 4.556 
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LCB 
RE 
1 
2 
HN by: RE. LCB. 
12 
1.22 0.56 
( 32) ( 32) 
0.76 0.32 
( 29) ( 34) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 13.738 2 6.869 6.208 0.003 
RE 3.775 1 3.775 3.412 0.067 
LCB 9.466 1 9.466 8.556 0.004 
2-Way Interactions 0.387 1 0.387 0.350 0.555 
RE LCB 0.387 1 0.387 0.350 0.555 
Explained 14.125 3 4.708 4.255 0.007 
Residual 136.095 123 1.106 
Total 150.220 126 1.192 
LCB 
RE 
7 
2 
12 
0.78 0.56 
( 32) ( 32) 
0.59 0.00 
( 29) ( 34) 
HO by: RE, LCB. 
Source of variation 
Main Effects 
RE 
LCB 
2-Way Interactions 
RE LCB 
Explained 
Residual 
Total 
Sum of Mean Si6nif. 
Squares DF Square P of F 
10.207 2 5.104 7.103 0.001 
4.726 1 4.726 6.578 0.012 
5.076 1 5.076 7.064 0.009 
1.068 1 1.068 1.487 0.225 
1.068 1 1.068 1.487 0.225 
11.275 3 3.758 5.231 0.002 
88.378 123 0.719 
99.654 126 0.791 
- 491 - 
LCB 
RE 
1 
2 
HP by: RE, LCB. 
12 
2.06 1.16 
( 32) ( 32) 
1.28 0.56 
( 29) ( 34) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 37.385 2 18.692 10.072 0.000 
RE 15.014 1 15.014 8.090 0.005 
LCB 20.904 1 20.904 11.264 0.001 
2-Way Interactions 0.283 1 0.283 0.153 0.697 
RE LCB 0.283 1 0.283 0.153 0.697 
Explained 37.668 3 12.556 6.766 0.000 
Residual 228.269 123 1.856 
Total 265.937 126 2.111 
*RE* i. High, 2a Low. 4"OLCB= I- External, 2 ý: Internal. 
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LCB~" 12 
N2* 
11 20.71 
2 
By: H. NE, LCB. 
20.71 10.35 
( 28) ( 37) 
13.03 8.02 
( 34) ( 41) 
Sum of Mean Sianif. 
Source of variation Squares DF Square P of F 
Main Effects 2642.978 2 1321.489 18.922 0.000 
NE 765.803 1 765.803 10.965 0.001 
LCB 1930.916 1 1930.916 27.648 0.000 
2-Way Interactions 246.322 1 246.322 3.527 0.063 
RE LCB 246.322 1 246.322 3.527 0.063 
Explained 2889.300 3 963.100 13.790 0.000 
Residual 9498.093 136 69.839 
Total 12387.393 139 89.118 
LCB 
NE 
1 
2 
12 
1.71 
.. rte 
0.84 
t 28) t 37) 
1.12 0.51 
( 34) ( 41) 
By: HC, NE, LCB. 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 24.827 2 12.413 6.195 0.003 
NE 6.898 1 6.898 3.443 0.066 
LCB 18.427 1 18.427 9.196 0.003 
2-Way Interactions 0.630 1 0.630 0.314 0.576 
RE LCB 0.630 1 0.630 0.314 0.576 
Explained 25.457 3 8.486 4.235 0.007 
Residual 272.515 136 2.004 
Total 297.971 139 2.144 
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LCB 
NE 
1 
2 
12 
1.29 0.49 
( 28) ( 37) 
0.82 0.37 
( 34) ( 41) 
By: HN, NE, LCB. 
Sum of Mean Signif. 
Source of variation Squares DP Square F of F 
Main Effects 15.381 2 7.690 7.193 0.001 
NE 2.562 1 2.562 2.396 0.124 
LCB 13.073 1 13.073 12.227 0.001 
2-Way Interactions 1.001 1 1.001 0.936 0.335 
NE LCB 1.001 1 1.001 0.936 0.335 
Explained 16.382 3 5.461 5.107 0.002 
Residual 145.411 136 1.069 
Total 161.793 139 1.164 
LCB 
NE 
1 
2 
12 
0.79 0.43 
( 28) ( 37) 
0.74 0.07 
( 34) ( 41) 
By: HO, HE, LCB. 
Sum of Mean Signif. 
Source of variation Squares DF Square F of P 
Main Effects 10.874 2 5.437 6.650 0.002 
NE 1.731 1 1.731 2.117 0.148 
LCB 9.319 1 9.319 11.398 0.001 
2-Way interactions 0.818 1 0.818 1.001 0.319 
RE LCB 0.818 1 0.818 1.001 0.319 
Explained 11.692 3 3.897 4.767 0.003 
Residual 111.194 136 0.818 
Total 122.886 139 0.884 
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LCB 
NE 
1 
2 
12 
1.96 1.16 
( 28) ( 37) 
1.41 0.61 
( 34) ( 41) 
Sys HP, HE, LCB. 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 32.153 2 16.077 8.346 0.000 
NE 10.622 1 10.622 5.514 0.020 
LCB 22.210 1 22.210 11.530 0.001 
2-Way Interactions 0.000 1 0.000 0.000 1.000 
NE LCB 0.000 1 0.000 0.000 1.000 
Explained 32.153 3 10.718 5.564 0.001 
Residual 261.983 136 1.926 
Total 294.136 139 2.116 
"NEI I= High, 2: Low. 11LCB= I= External, 2a Internal. 
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GENERAL INFORMATION 
Saudi Arabia is a very large country, approximately ten times 
the size of the United Kingdom. The official population is 
about ten million. 
The kingdom was founded by the late King Abdul Aziz Ibn Saud, 
in 1932 and comprises about 80 percent of the Arabian 
Peninsula. It Is bounded on the west by the Red Sea, on the 
south by the two Yemen Republics and Oman, on the east by the 
Arabian Gulf, Bahrain, the United Arab Emirates and Qatar, 
and on the north by Kuwait, Iraq and Jordan (ISDC, 1977). 
The weather in Saudi Arabia is probably the driest of all 
sizeable countries on earth (Looney, 1982). However, the 
"climate along the Red Sea is sub-tropical with hot, humid 
summers and moderate but warm winter months, with an 
occasional scanty rainfall between November and February. 
The central region experiences hot dry summers with 
temperatures at the 44 degrees Centigrade mark, and cool 
dry winters with occasional cold snaps due to the higher 
elevation. The Eastern region is subject to hot humid 
weather all the year round with summer temperatures 
occasionally reaching 43 degrees Centigrade and higher". 
(ISDC, 1977, pp. 2-3). 
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CONSTITUTION 
Saudi Arabia is an absolute monarchy. The king heads the 
q 
government as a Prime Minister (Looney, 1982). The country 
is ruled by Islamic rules derived from the Islamic book (The 
Holy Quram). There are no secular laws, and no churches, 
synagogues or shrines of other religions exist. The entire 
Saudi population is Muslim, and Arabic is the only spoken 
language in the country. Under the king is a Council of 
Ministers (Majlic Al-Muzara). 
Besides the king and the council of Ministers, the Ulamae (an 
expert on religion) plays a very important and influential 
role in Saudi Arabia and in the following government fields: 
1) The implementation of the rules of the Islamic Shariah. 
2) The judicial system of Saudi Arabia. 
3) Religious Guidance Group with affiliated offices all over 
the Kingdom. 
4) Religious education, that is, Islamic Legal education and 
theology at all levels in the country. 
5) Religious jurisprudence. 
6) Preaching and guidance throughout the kingdom. 
7) Supervision of girls' education. 
8) Religious supervision of all mosques. 
9) Preaching for Islam abroad. 
10) Notaries public. 
11) Continuous scientific and Islamic research. 
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12) The handling of legal cases in courts according to Islamic 
law (A1-Parsy, 1982). 
SOCIAL WELFARE 
All education is free and school materials are provided by 
the government. Students at vocational, universities or 
teaching courses are paid a reasonable amount of money 
(Looney, 1982). In the kingdom there are seven universities and 
in Riyadh alone, the capital, there are 450 schools with 
120,000 students. 
The Health Service is absolutely free and patients who cannot 
be treated within the country are sent abroad, all expenses 
paid by the government. 
The government of Saudi Arabia also provides citizens with 
interest-free loans for the purposes of house building, 
farming and industrial projects. There is also a social 
security service which guarantees a comfortable living for 
all retired government employees. 
THE STRUCTURE OF THE SAUDI POPULATION 
The Saudi society can be divided into two sections. Firstly 
those belonging to Arab tribes, and secondly those immigrants who 
have settled in the country becoming Saudi citizens. 
Unfortunately the ratio between the first and second 
categories is not available. There are about 90 major tribes 
in Saudi Arabia . 
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THE ROLE OF TRIBES IN SAUDI ARABIA 
Before the creation of Saudi Arabia, 55 years ago, tribes 
have played a major role in Saudi Arabia. After all, they 
were almost the only organisation in which people could 
identify and be protected by. Apart from their control over 
individual members, tribes also have influence over the 
political and social changes in Saudi Arabia. The late King 
Abdul Aziz had been aware of this fact and to a certain 
extent used their influence to achieve his goals; the 
creation of Saudi Arabia. (El Mallakh and El Mallakh, 1982). 
The role of tribes in the kingdom has been reduced to the 
minimum. Tribal members still practice some tribal 
traditions. For instance, inter-marriage between 
tribesmen/women and non-tribesmen/tribeswomen is very rare. 
Tribesmen do not marry non-tribeswomen, nor do they approve 
the marriage of their daughters to non-tribesmen. 
The relationship within the entire population of the country 
is to a great extent integrated by the government policy of 
equal treatment to all citizens. The government treats all 
citizens as equals. 
The government has also solved the problems relating to 
loyalty to tribes before loyalty to central government by the 
established of a unified educational system catering to 
students all over the country. All students are equally 
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treated and taught one curriculum (El Mallakh and El Mallakh, 
1982). The strong'government has created an atmosphere 
whereby everyone in the kingdom has to conform to central 
government regulations as well as ensuring equal care to all 
people. 
IN SAUDI ARABIA 
During the various stages of developments, the question of 
the woman's role in society has become a major issue amongst 
planners and leaders of the Arab Gulf States, including 
Saudis. 
The woman's role in society is a political, sociological, 
economical and cultural issue, it cannot be linked to only 
one of these factors. 
Women all over the world find unfair treatment by men. In 
the most developed countries, for instance, women find it 
hard to hold key positions in major organisations and are 
paid less money than men for equal jobs. In the Arab Gulf 
States, the woman's case is completely different. Women are 
held back from engaging in the development process by 
traditions and values of their own societies. 
Female education has received a great deal of help and 
encouragement from both the government and people of Saudi 
Arabia, but they are still caught In the middle of doing what 
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they are supposed to do and breaking what society imposes 
upon them. 
The problems of Saudi Arabian women are contradictory. They 
lack education and hence are unable to understand and 
appreciate current events, once educated they find that their 
own traditions prevent them from working in the area for 
which they are trained. 
The Saudi Arabian man is, by tradition, regarded as superior 
to the woman. The Saudi Arabian woman is therefore seen as a 
housewife. 
The majority of Saudi 
home and around other 
exists. They are not 
male company unless u 
their own schools and 
(Abdul Rahmani 1982). 
Arabian women wear veils outside the 
people with whom no family relationship 
allowed to drive cars and cannot mix in 
ader urgent circumstances. They have 
banks which are operated by women only. 
As a result of the conflict between the government objectives 
and society traditions, a possible contradiction has begun to 
develop. For instance, in 1975, there were one million Saudi 
Arabian women of working age yet only 27,000 actually worked. 
(Looney, 1982). 
In summary, the government has done whatever It could to 
improve the situation for women in the country, but again its 
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effort cannot be mobilised without the participation of 
society as a whole and the realisation of society that this 
is one major step towards development. 
SAUDI SOCIETY ATTITUDE TOWARDS WORK 
People in Saudi Arabia (especially tribesmen) classify jobs 
Into two categories: 
1) Shameful jobs, such as working as a carpenter, a butcher, 
an ironsmith, a tanner or a shoemaker and 
2) Acceptable jobs; all other jobs. 
Despite the fact that the so-called shameful jobs are very 
much needed in the country, a tribesman may well remain 
unemployed or become a burden on his relations if the only 
employment available to him was 'shameful'. As a result of 
this, and because these jobs are in very high demand, Saudi 
people have to find somebody else to carry them out rather 
than doing them by themselves. 
The easy access to money in the country has somewhat 
reinforced the notion of shameful and acceptable jobs. For 
instance, every Saudi cannot only find a job but the job 
he/she really likes. The government feels it has an 
obligation to employ or find employment for everybody and 
therefore sometimes creates unnecessary jobs for school and 
university graduates. 
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FAMILY RELATIONSHIPS 
The relationships between parents and their children in Saudi 
Arabia is a vary warm one. In most cases parents provide 
their sons with cars, pay their marriage expenses and allow 
them to live with them even after marriage, for as long as 
they like. Obviously in return for these services, sons are 
expected to follow their parents' philosophy, in order to 
enjoy their support. 
Pew years ago, most people in Saudi Arabia tended to rely on 
family background in labelling others. For instance, coming 
from a well-known family means that a person must be of good 
quality. 
DEVELOPMENT AND SOCIETY 
The Saudi situation is unique compared with most developing 
countries, for the Saudi government to committed to economic 
development and industrialisation and also committed to 
preserving the traditions and values of its society. The 
problem with auch an approach is that certain aspects of 
industrialisation may contradict with traditional ways of 
living. Conflict of this sort may affect the relationships 
between the older and the younger generations and even the 
relationships among people from the same generation (Moore, 
1979). The Saudian Arabian government attitude toward 
development and values coincides with most social scientists' 
view of the relationships between society and development. 
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0 
Social scientists have argued for a very long time that 
transferring countries from developing to developed ones 
cannot be achieved without viewing society as a major factor 
for development. Indeed, ignoring the values and cultures of 
the developing countries has led foreign advisors and 
consultants working with developing countries to failure. 
People tend to resist development when they feel that their 
values are threatened. For development to take place in any 
given society, the public must be assured that their moral 
standard can be incorporated into the forthcoming changes (El 
Mallakh and EL Mallakh, 1982). 
However, the massive trade surpluses have provided the funds 
for large-scale investments and rapid economic expansion in 
Saudi Arabia, but people were not fully prepared to absorb 
these huge funds. Easy access to money created a highly 
consuming society and brought with it some social problems; 
1) It has become clear to the Saudi leaders that it is 
difficult to control the level of consumption. People 
who are used to almost whatever they like do not easily 
accept the idea of lowering their standard of living. 
2) Social worth and status are determined by what people 
have, rather than by what they do (Kubural, 1984). 
FOREIGN LABOUR AND SOCIETY 
When the aale and price of oil increased, the Saudi Arabian 
government was almost able to sponsor any project. Indeed, 
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the government spent a huge amount of money on the 
development of the country. However, it was lately 
recognised that money alone cannot do everything. To build 
and industrialise the country, one needs money, of course, 
and labour and expertise. As years went by, the demand for 
labour increased beyond the capacity of the labour market in 
the country, and therefore both the Saudi government and the 
people started to import foreign labour in great numbers from 
Asia and from many other countries (Abdul Rahman, 1982). 
The presence of foreign planners and workers in Saudi Arabia 
gave the Saudis a chance to interact with and learn from the 
industrialised world while preserving their traditional 
values (El Mallakh and EL Mallakh, 1982), but also brought 
with it some problems. 
0 
The foreigners in the Arab Gulf States outnumbered the 
citizens of these states. The Saudis as well as the other 
Arab Gulf States are faced with some problems as a result of 
the presence of this huge number of foreign workers. One of 
these problems is that foreigners have brought with them 
their own values and life styles and passed some of them to 
the Saudi youth. Another problem arises from the fact that 
many Saudi families have maids who are in most cases neither 
educated nor speak the country language, yet they are asked 
to not only do the housework but to take care of the 
children, sometimes from birth on. As a result of relying on 
maids to take charge of children, some children do not 
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receive proper rearing and have some difficulties in speaking 
Arabic. On the other hand some women are negatively affected 
by the presence of maids in their house, especially those 
women who force their husbands to employ maids only because 
everyone else does. These women end up in a boring 
situation, since they do not work, have no children and their 
housework is done by the maid (Abdul Rahman, 1982). 
SUMMARY 
Saudi Arabia has developed from a tribal society to a modern 
country. During the course of development the Saudis were 
able to solve most of the problems associated with the 
transition from a backward to a developing country. The 
remaining problems, such as training Saudi people to replace 
some of the foreign workers, changing people's attitude 
towards work and encouraging women to get involved in the 
development of the country are yet to be solved. However, 
the Saudi government through its development plans is 
determined to conquer the obstacles which people for so many 
years thought of as insoluble. In the government's third 
development plan, three objectives have been targeted: 
"1) The structural change of the economy 2) the achievement 
of participation and social welfare in the development, and 
3) greater economic and administrative efficiency. " 
(El Maliakh and El Mallakh, 1982). 
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S®Xrr 
RE46 
I 
H by: RE, Sax. 
2 
12 
38.21 51.14 
( 82) ( 7) 
25.04 27.89 
( 71) ( 18) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of P 
Main Effects 8981.413 2 4490.707 17. 791 0.000 
RE 8867.544 1 8867.544 35. 132 0.000 
Sex 742.531 1 742.531 2. 942 0.088 
2-Way Interactions 453.002 1 453.002 1. 795 0.182 
RE Sex 453.002 1 453.002 1. 795 0.182 
Explained 9434.415 3 3144.805 -12. 459 0.000 
Residual 43918.984 174 252.408 
Total 53353.399 177 301.432 
RE 
Sex 12 
I 
2 
3.17 1.71 
( 83) ( 7) 
2.39 1.72 
( 71) ( 18) 
HB by.. RE, Sex. 
Sum of Mean signif. 
Source of variation Squares DF Square P of P 
Main Effects 45.851 2 22.926 4. 582 0.011 
RE 20.218 1 20.218 4. 041 0.046 
Sax 17.417 1 17.417 3. 481 0.064 
2-Way Interactions 2.725 1 2.725 0. 845 0.462 
RE Sex 2.725 1 2.725 0. 545 0.462 
Explained 48.576 3 16.192 3. 236 0.024 
Residual 875.636 176 5.004 
Total 924.212 178 5.192 
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Sex 
RE 
1 
2 
HC by: RE, Sex. 
12 
2.04 1.71 
L 83) ( 7) 
0.86 1.22 
( 71) ( 18) 
Sun of Mean Signif. 
Source of variation Squares DP Square P of F 
Main Effects 52.525 2 26.262 9.614 0.000 
RE 52.141 1 52.141 19.089 0.000 
Sex 0.472 1 0.472 0.173 0.678 
2-Way Interactions 2.089 1 2.089 0.765 0.383 
RE Sex 2.089 1 2.089 0.765 0.383 
Explained 54.614 3 18.205 6.665 0.000 
Residual 478.023 175 2.732 
Total 532.637 178 2.992 
Sex 
RE 
1 
2 
HD by: RE, Sex. 
12 
3.48 3.29 
83) ( 7) 
2.24 2.22 
( 71) ( 18 ) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of F 
Main Effects 67.889 2 33.944 4.966 0.008 
RE 64.632 1 64.632 9.456 0.002 
Sex 0.110 1 0.110 0.016 0.899 
2-Way Interactions 0.143 1 0.143 0.021 0.885 
RE Sex 0.143 1 0.143 0.021 0.885 
Explained 68.031 3 22.677 3.318 0.021 
Residual 1196.192 175 6.835 
Total 1264.223 178 7.102 
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Sex 12 
RE ---1 
2.70 1 
HG by: RE. Sex. 
2 
2.70 2.86 
( 83) ( 7) 
1.97 1.67 
( 71) ( 18) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 29.253 2 14.626 3.515 0.032 
RE 26.409 1 26.409 6.346 0.013 
Sex 0.542 1 0.542 0.130 0.719 
2-Way Interactions 0.957 1 0.957 0.230 0.632 
RE Sex 0.957 1 0.957 0.230 0.632 
Explained 30.210 3 10.070 2.420 0.068 
Residual 728.271 175 4.162 
Total 758.480 178 4.261 
RE 
Sax 12 
I 
2 
2.01 2.14 
( 83) ( 7) 
1.31 1.67 
( 71) ( 18) 
HI by: RE, Sex. 
Sum of Mean Signif. 
Source of variation squares DF Square P of F 
Main Effects 20.052 2 10.026 5. 145 0.007 
RE 19.783 1 19.783 10. 152 0.002 
Sex 1.711 1 1.711 0. 878 0.350 
2-way Interactions 0.227 1 0.227 0. 117 0.733 
RE Sex 0.227 1 0.227 0. 117 0.733 
Explained 20.279 3 6.760 3. 469 0.017 
Residual 341.028 175 1.949 
Total 361.307 178 2.030 
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Sex 12 
RE --- 
1 0.53 
1 
2 
HJ by: RE, Sex. 
0.53 0.57 
t 83) ( 7) 
0.17 0.17 
( 71) ( 18) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 5.958 2 2.979 4.243 0.016 
RE 5.807 1 5.807 8.271 0.005 
Sex 0.003 1 0.003 0.004 0.951 
2-Way Interactions 0.008 1 0.008 0.012 0.913 
RE Sex 0.008 1 0.008 0.012 0.913 
Explained 5.966 3 1.989 2.833 0.040 
Residual 122.861 175 0.702 
Total 128.827 178 0.724 
Sex 
RE 
I 
2 
HM by: RE, Sex. 
12 
4.31 6.14 
( 83) ( 7) 
3.08 3.28 
( 71) ( 18) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 89.611 2 44.805 7.570 0.001 
RE 87.222 1 87.222 14.736 0.000 
Sex 10.222 1 10.222 1.727 0.191 
2-Way Interactions 11.924 1 11.924 2.015 0.158 
RE Sex 11.924 1 11.924 2.015 0.158 
Explained 101.535 3 33.845 5.718 0.001 
Residual 1035.817 175 5.919 
Total 1137.352 178 6.390 
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RE 
Sex 12 
I 
2 
3.63 3.86 
( 83) t 7) 
2.35 2.33 
( 71) t 18) 
HQ by: RE. Sex. 
Source of variation 
Main Effects 
RE 
Sex 
2-Way Interactions 
RE Sex 
Explained 
Residual 
Total 
Sum of Mean Signif. 
Squares DP Square P of F 
75.247 2 37.623 9.013 0.000 
73.573 1 73.573 17.626 0.000 
0.071 1 0.071 0.017 0.896 
0.277 1 0.277 0.066 0.797 
0.277 1 0.277 0.066 0.797 
75.524 3 25.175 6.031 0.001 
730.471 175 4.174 
806.000 178 4.528 
"RE: I= High, 2; Low. `Sex= I. Male, 2" Female. 
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Sax 
NE 
1 
2 
H by: He. Sax. 
12 
36.65 42.50 
( 123) ( 18) 
. 
25.79 31.73 
( 95) ( 52) 
Sus of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 8226.838 2 4113.418 15.119 0.000 
NE 7873.436 1 7873.436 28.939 0.000 
Sex 1723.440 1 1723.440 6.334 0.012 
2-Way Interactions 0.090 1 0.090 0.000 0.986 
NE Sax 0.090 1 0.090 0.000 0.986 
Explained 8226.925 3 2742.308 10.079 0.000 
Residual 77268.488 284 272.072 
Total 85495.413 287 297.893 
NE 
Sax 12 
I 
2 
3.16 2.33 
t 125) ( 18) 
2.37 2.08 
( 95) ( 52) 
HB by: NE, Sex. 
Source of variation 
Main Effects 
NE 
Sex 
2-Way interactions 
NE Sex 
Explained 
Residual 
Total 
Sum of 
Squares DF 
55.850 2 
31.632 1 
10.539 1 
3.069 1 
3.069 1 
58.920 3 
1280.598 286 
1339.517 289 
Mean 
Square 
27.925 
31-632 
10.539 
3.069 
3.069 
19.640 
Signif. 
P of p 
6.237 0.002 
7.064 0.008 
2.354 0.126 
0.685 0.408 
0.685 0.408 
4.478 
4.635 
4.386 0.005 
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NE 
Sax 12 
I 
2 
1.78 2.06 
( 125) ( 18) 
0.94 1.52 
( 95) t 52) 
HC by: NE, Sex. 
Sum of Mean Signif. 
Source of variation Squares DF Square P of F 
Main Effects 44.581 2 22.291 7.356 0.001 
NE 41.549 1 41.549 13.710 0.000 
Sex 11.523 1 11.523 3.802 0.052 
2-Way Interactions 1.035 1 1.035 0.342 0.559 
NE Sex 1.035 1 1.035 0.342 0.559 
Explained 45.617 3 15.206 5.018 0.002 
Residual 866.714 286 3.030 
Total 912.331 289 3.157 
Sex 
NE 
1 
2 
HD by: NE, Sex. 
12 
3.35 4.00 
( 125) ( 18) 
2.61 2.38 
( 95) ( 52) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 59.237 2 29.619 4. 228 0.015 
NE 56.384 1 56.384 8. 049 0.005 
Sex 0.137 1 0.137 0. 020 0.889 
2-Way interactions 8.185 1 8.185 1. 168 0.281 
NE Sex 8.185 1 8.185 1. 168 0.281 
Explained 67.422 3 22.474 3. 208 0.024 
Residual 2003.409 286 7.005 
Total 2070.831 289 7.166 
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Sex 12 
NB 
1 2.54 
2 
HG by: NE, Sex. 
2.54 2.94 
( 125) ( 18) 
2.02 2.15 
( 95) ( 52) 
Sun of Mean Sianif. 
Source of variation Squares DF Square F of P 
Main Effects 21.957 2 10.979 2.576 0.078 
NE 21.857 1 21.857 5.129 0.024 
Sex 2.403 1 2.403 0.564 0.453 
2-Way Interactions 0.814 1 0.814 0.191 0.662 
NE Sex 0.814 1 0.814 0.191 0.662 
Explained 22.771 3 7.590 1.781 0.151 
Residual 1218.760 286 4.261 
Total 1241.531 289 4.296 
Sex 12 
NE ".. " 
9 1.99 
2 
HI by.. NE, Sex. 
1.99 2.44 
( 125) 
F F 
( 18) 
1.71 
5 ( 95) ( 52) 
Sum of Mean Signif. 
Source of variation Squares DP Square P of F 
Main Effects 21.418 2 10.709 4. 957 0.008 
NE 20.557 1 20.557 9. 516 0.002 
Sex 4.414 1 4.414 2. 043 0.154 
2-Way Interactions 0.543 1 0.543 0. 251 0.616 
NE Sex 0.543 1 0.543 0. 251 0.616 
Explained 21.961 3 7.320 3. 389 0.019 
Residual 617.836 286 2.160 
Total 639.797 289 2.214 
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Sex 12 
NE 
I 
2 
HJ by: NE. Sex. 
0.46 0.33 
( 125) ( 18) 
0.20 0.29 
( 95) ( 52) 
Sus of Mean Signif. 
Source of variation Squares DF Square F of P 
Main Effects 3.407 2 1.704 2. 499 0.084 
NE 3.274 1 3.274 4. 803 0.029 
Sex 0.017 1 0.017 0. 025 0.874 
2-Way interactions 0.515 1 0.515 0. 755 0.386 
NE Sex 0.515 1 0.515 0. 755 0.386 
Explained 3.922 3 1.307 1. 918 0.127 
Residual 194.961 286 0.682 
Total 198.883 289 0.688 
Sex 12 
NE 
I 
2 
4.13 4.78 
( 125) ( 18) 
3.37 3.25 
( 95) ( 52) 
Hl by: NE, Sex. 
Source of variation 
Main Effects 
NE 
Sex 
2-Way Interactions 
NE Sex 
Explained 
Residual 
Total 
Sum of 
Squares DF 
57.340 2 
56.029 1 
0.790 1 
6.324 1 
6.324 1 
63.664 3 
1722.918 286 
1786.583 289 
Mean 
Square 
28.670 
56.029 
0.790 
6.324 
6.324 
21.221 
6.024 
6.182 
Signif" 
F of F 
4.759 0.009 
9.301 0.003 
0.131 0.717 
1.050 0.306 
1.050 0.306 
3.523 0.015 
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NE 
Sex 12 
I 
2 
HN by: NE, Sex. 
1.32 1 , 94 
( 125) 
F 
( 18) 
0.61 1.46 
( 95) ( 52) 
Sum of Mean Signif. 
Source of variation Squares DP Square F of F 
Main Effects 47.117 2 23.559 10.308 0.000 
NE 29.738 1 29.738 13.011 0.000 
Sex 29.923 1 29.923 13.092 0.000 
2-Way Interactions 0.550 1 0.550 0.241 0.624 
NE Sex 0.550 1 0.550 0.241 0.624 
Explained 47.667 3 15.889 6.952 0.000 
Residual 653.657 286 2.286 
Total 701.324 289 2.427 
Sex 
NE 
1 
2 
HP by: NE, Sex. 
12 
2.45 3.17 
( 123) ( 18) 
1.87 2.25 
( 95) ( 52) 
Sum Of Mean Signif. 
Source of variation Squares DF Square P of F 
Main Effects 32.012 2 16.006 6.876 0.001 
NE 27.603 1 27.603 11.857 0.001 
Sex 11.627 1 11.627 4.995 0.026 
2-Way Interactions 1.260 1 1.260 0.541 0.462 
NE Sex 1.260 1 1.260 0.541 0.462 
Explained 33.272 3 11.091 4.764 0.003 
Residual 661.141 284 2.328 
Total 694.413 287 2.420 
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Sex 12 
NE --ý-ý--- 
1 3.33 1 
2 
HQ by: NE, sex. 
3.33 3.11 
( 125) ( 18) 
2.47 2.88 
( 95) ( 52) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of F 
Main Effects 35.872 2 17.936 4.019 0.019 
NE 35.858 1 35.858 8.035 0.005 
Sex 2.191 1 2.191 0.491 0.484 
2-Way Interactions 4.224 1 4.224 0.947 0.331 
NE Sex 4.224 1 4.224 0.947 0.331 
Explained 40.096 3 13.365 2.995 0.031 
Residual 1276.322 286 4.463 
Total 1316.417 289 4.555 
Sex 12 
NE ý---ýýý 
112.53 1 
2 
HR by: NE, Sex. 
2.53 3.44 
( 125) ( 18) 
1.72 2.65 
( 95) ( 52) 
Sum of Mean Signif. 
Source of variation squares OF Square F of F 
Main Effects 68.506 2 34.253 10.305 0.000 
NE 43.961 1 43.961 13.225 0.000 
Sex 42.781 1 42.781 12.870 0.000 
2-Way Interactions 0.005 1 0.005 0.002 0.969 
NE Sex 0.005 1 0.005 0.002 0.969 
Explained 68.511 3 22.837 6.870 0.000 
Residual 950.692 286 3.324 
Total 1019.203 289 3.527 
'NE: 1= High, 2= Low. 011"5ext I= Nale. 2= Female. 
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APPENDIX J 
Anova Reiultvi Polvaamv and Life Events on Health 
RE* 
MI-*I 12 
I 
2 
36.87 46.65 
( 61) ( 23) 
24.98 27.71 
( 58) ( 28) 
H by: RE, NI. 
Sum of Mean Signif. 
Source of variation Squares DF Square P of F 
Main Effects 9246.045 2 4623.023 18.246 0.000 
RE 8288.398 1 8288.398 32.713 0.000 
MI 1298.795 1 1298.795 5.126 0.025 
2-Way Interactions 440.742 1 440.742 1.740 0.189 
RE NI 440.742 1 440.742 1.740 0.189 
Explained 9686.788 3 3228.929 12.744 0.000 
Residual 42058.865 166 253.367 
Total 51745.653 169 306.187 
RE 
WI 12 
1 
2 
2.79 4.00 
( 62) ( 23) 
2.38 2.18 
( 58) ( 28) 
HB by: RE, WI. 
Source of variation 
Main Effects 
RE 
MI 
2-May Interactions 
RE MI 
Explained 
Residual 
Total 
Sum of 
Squares DP 
35.250 2 
29.283 1 
7.638 1 
17.673 1 
17.673 1 
52.923 3 
834.037 137 
886.959 170 
Mean 
Square 
17.625 
29.283 
7.638 
17.673 
17.673 
17.641 
4.994 
5.217 
Signif. 
F of F 
3. 529 0.032 
8. 863 0.017 
1. 529 0.218 
3, 539 0.062 
3. 539 0.062 
3.532 0.016 
.. 5; 8 
NI 12 
RE 
I 
2 
1.82 2.48 
( 62) ( 23) 
0.91 1.00 
( 58) ( 28) 
HC by: RE, WI. 
Sum of Mean Signif. 
Source of variation Squares DF Square P of F 
Main Effects 52.336 2 26.168 9. 682 0.000 
RE 49.462 1 49.462 18. 301 0.000 
VI 4.472 1 4.472 1. 655 0.200 
2-Way Interactions 2.881 1 2.881 1. 066 0.303 
RE MI 2.881 1 2.881 1. 066 0.303 
Explained 55.217 3 18.406 6. 810 0.000 
Residual 451.356 167 2.703 
Total 506.573 170 2.980 
WI 
RE 
1 
2 
12 
3.18 4.30 
( 62) ( 23) 
2.17 2.43 
( 58) ( 28) 
HD by: RE, MI. 
Sum of Mean Signif. 
Source of variation Squares DF Square F of P 
Main Effects 80.119 2 40.060 5. 812 0.004 
RE 67.961 1 67.961 9. 860 0.002 
WI 15.809 1 15.809 2. 294 0.132 
2-Way Interactions 6.736 1 6.736 0. 977 0.324 
RE WI 6.736 1 6.736 0. 977 0.324 
Explained 86.855 3 28.952 4. 200 0.007 
Residual 1151.051 167 6.893 
Total 1237.906 170 7.282 
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vi 12 
RE 
1 2.65 
2 
2.65 2.91 
( 62) ( 23) 
1.79 2.29 
( 58) ( 28) 
HG by: RE, WI. 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 30.300 2 15.150 3. 639 0.028 
RE 26.277 1 26.277 6. 312 0.013 
WI 5.338 1 5.338 1. 282 0.259 
2-Way Interactions 0.449 1 0.449 0. 108 0.743 
RE MI 0.449 1 0.449 0. 108 0.743 
Explained 30.749 3 10.250 2. 462 0.064 
Residual 695.251 167 4.163 
Total 726.000 170 4.271 
NI 
RE 
I 
2 
12 
1.94 2.43 
( 62) 
F 
( 23) 
1.24 1.75 
( 58) ( 28) 
HI by: RE, WI. 
Sum of Mean Signif. 
Source of variation Squares DF Square P of P 
Main Effects 27.892 2 13.946 7. 205 0.001 
RE 20.358 1 20.358 10. 517 0.001 
HI 9.067 1 9.067 4. 684 0.032 
2-Way Interactions 0.001 1 0.001 0. 000 0.984 
RE WI 0.001 1 0.001 0. 000 0.984 
Explained 27.893 3 9.298 4. 803 0.003 
Residual 323.265 167 1.936 
Total 351.158 170 2.066 
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NI 12 
RE - 
I 0.52 
I 
2 
HJ by: RE, WI. 
0.52 0.65 
62) ( 23) 
0.12 0.25 
( 58) ( 28) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of F 
Main Effects 7.133 2 3.566 4.959 0.008 
RE 6.728 1 6.728 9.355 0.003 
MI 0.626 1 0.626 0.870 0.352 
2-Way Interactions 0.000 1 0.000 0.001 0.981 
RE MI 0.000 1 0.000 0.001 0.981 
Explained 7.133 3 2.378 3.306 0.022 
Residual 120.106 167 0.719 
Total 127.240 170 0.748 
WI 
RE 
1 
2 
HM by: RE, MI. 
12 
4.10 5.43 
( 62) ( 23) 
3.17 3.21 
( 58) ( 28) 
Sum of 
Source of variation Squares DP 
Main Effects 84.394 2 
RE 72.941 1 
WI 15.143 1 
2-Way Interactions 14.925 1 
RE NI 14.925 1 
Explained 99.318 3 
Residual 990.062 167 
Total 1089.380 170 
Mean Signif. 
Square P of P 
42.197 7. 118 0.001 
72.941 12. 303 0.001 
15.143 2. 554 0.112 
14.925 2. 517 0.114 
14.925 2. 517 0.114 
33.106 5. 584 0.001 
5.929 
6.408 
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WI 12 
RE 
1 2.61 
HP by: RE, WI. 
2 
2.61 3.09 
( 61) ( 23) 
1.91 2.04 
( 58) ( 28) 
Sum of Mean Sibnif. 
Source of variation Squares DP Square P of P 
Main Effects 29.156 2 14.578 6.472 0.002 
RE 27.084 1 27.084 12.024 0.001 
WI 2.996 1 2.996 1.330 0.250 
2-Way Interactions 1.139 1 1.139 0.506 0.478 
RE WI 1.139 1 1.139 0.506 0.478 
Explained 30.295 3 10.098 4.483 0.005 
Residual 373.917 166 2.253 
Total 404.212 169 2.392 
RE 
WI 12 
I 
2 
3.45 4.00 
( 62) ( 23) 
2.53 2.00 
f 58) ( 28) 
HQ by: RE, WI. 
Source of variation 
Main Effects 
RE 
MI 
2-Way Interactions 
RE WI 
Explained 
Residual 
Total 
Sum of 
Squares DP 
65.703 2 
65.298 1 
0.022 1 
10.417 1 
10.417 1 
76.121 3 
699.786 167 
775.906 170 
Mean 
Square 
32.852 
65.298 
0.022 
10.417 
10.417 
25.374 
4.190 
4.564 
Signif 
P of P 
7. 840 0.001 
15. 583 0.000 
0. 005 0.942 
2. 486 0.117 
2. 486 0.117 
6. 055 0.001 
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RE 
KI 12 
I 
2 
2.56 3.00 
( 62) ( 23) 
1.93 2.11 
( Be) ( 28) 
HR by: RE, MI. 
Source of variation 
Main Effects 
RE 
WI 
2-way Interactions 
RE WI 
Explained 
Residual 
Total 
Sum of 
Squares DF 
23.758 2 
21.494 1 
3.170 1 
0.598 1 
0.598 1 
24.355 3 
585.645 167 
610.000 170 
Moan 
Square 
11.879 
21.494 
3.170 
0.898 
0.598 
8.118 
3.507 
3.588 
8i6nif. 
P of r 
3.387 0.036 
6.129 0.014 
0.904 0.343 
0.170 0.680 
0.170 0.680 
2.315 0.078 
~RE= 1a High, 2= Low. " WI (Wiv®s) I= one wife, 2- more. 
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NE* 
H by: NE, WI. 
Sum of Mean Signif. 
Source of variation Squares DP Square P of P 
Main Effects 8931.345 2 4465.672 16.015 0.000 
NE 7726.517 1 7726.517 27.709 0.000 
MI 1161.348 1 1161.348 4.165 0.042 
2-Way Interactions 1415.068 1 1415.068 5.075 0.025 
NE NI 1415.068 1 1415.068 5.075 0.025 
wI. 040 12 
I 
2 
37.03 48.41 
( 112) ( 27) 
28.63 29.05 
( 112) ( 39) 
Explained 10346.413 3 3448.804 12.368 0.000 
Residual 69432.354 249 278.845 
Total 79778.767 252 316.582 
NE 
WI 12 
I 
2 
1.75 2.61 
( 76) ( 28) 
1.22 1.18 
( 112) ( 39) 
NC by: NE, MI. 
Sum of Mean Signif. 
Source of variation Squares DF Square P of F 
Main Effects 41.766 2 20.883 6. 486 0.002 
NE 36.058 1 36.058 11. 200 0.001 
MI 5.362 1 5.362 1. 666 0.198 
2-Way Interactions 9.726 1 9.726 3. 021 0.083 
NE WI 9.726 1 9.726 3. 021 0.083 
Explained 51.493 3 17.164 5. 331 0.001 
Residual 808.092 251 3.219 
Total 859.584 254 3.384 
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WI 12 
NE 
I 
2 
HD by: NE, HI. 
3.49 4.50 
( 76) ( 28) 
2.64 2.56 
( 112) ( 39) 
Sue of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 86.522 2 43.261 5.936 0.003 
NE 79.044 1 79.044 10.846 0.001 
MI 6.894 1 6.894 0.946 0.332 
2-Way Interactions 14.289 1 14.289 1.961 0.163 
NE MI 14.289 1 14.289 1.961 0.163 
Explained 100.811 3 33.604 4.611 0.004 
Residual 1829.291 251 7.288 
Total 1930.102 254 7.599 
WI 
NE 
1 
2 
HG by: NE, NI. 
12 
2.67 2.79 
( 76) ( 28) 
2.13 2.28 
( 112) ( 39) 
Sum of Mean Signif. 
Source of variation Squares OP Square P of P 
Main Effects 18.172 2 9.086 1. 996 0.138 
NE 17.184 1 17.184 3. 776 0.053 
WI 0.890 1 0.890 0. 196 0.659 
2-Way Interactions 0.013 1 0.013 0. 003 0.957 
NE WI 0.013 1 0.013 0. 003 0.957 
Explained 18.186 3 6.062 1. 332 0.264 
Residual 1142.379 251 4.551 
Total 1160.565 254 4.569 
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MI 12 
NE ý--ý--ý---ý 
111.95 1 
2 
HI by: NE, WI. 
1.95 2.75 
( 76) ( 28) 
1.70 1.77 
( 112) ( 39) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of F 
Main Effects 19.324 2 9.662 4. 365 0.014 
NE 12.145 1 12.145 5. 486 0.020 
NI 6.951 1 6.951 3. 140 0.078 
2-Way Interactions 6.384 1 6.384 2. 884 0.091 
NE WI 6.384 1 6.384 2. 884 0.091 
Explained 25.708 3 8.569 3. 871 0.010 
Residual 555.641 251 2.214 
Total 581.349 254 2.289 
NI 
NE 
1 
2 
HJ by; NE, MI. 
12 
0.51 0.57 
t 76) ( 28) 
0.25 0.21 
( 112) ( 39) 
Sum of Moan Signif. 
Source of variation Squares DP Square P of P 
Main Effects 5.195 2 2.598 3. 483 0.032 
NE 5.195 1 5.195 6. 965 0.009 
WI 0.000 1 0.000 0. 000 0.986 
2-Way Interactions 0.127 1 0.127 0. 171 0.680 
NE mi 0.127 1 0.127 0. 171 0.680 
Explained 5.323 3 1.774 2. 379 0.070 
Residual 187.203 251 0.746 
Total 192.525 254 0.758 
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WI 12 
NE 
HN by: NE, MI. 
I 
2 
4.14 5.36 
( 76) ( 28) 
3.29 3.59 
( 112) ( 39) 
Sum of Mean Signif. 
Source of variation Squares DP Square F of P 
Main Effects 97.069 2 48.534 8.387 0.000 
NE 73.547 1 73.547 12.709 0.000 
MI 22.512 1 22.512 3.890 0.050 
2-way Interactions 10.084 1 10.084 1.743 0.188 
NE aI 10.084 1 10.084 1.743 0.188 
Explained 107.153 3 35.718 6.172 0.000 
Residual 1452.549 251 5.787 
Total . 1559.702 
254 6.141 
NE 
WI 12 
I 
2 
1.33 2.14 
t 76) t 28) 
1.01 0.95 
t 112) ( 39) 
HN by= NE, MI. 
Sum of Mean Sibnif. 
Source of variation squares DP Square P of P 
Main Effects 23.451 2 11.726 4.769 0.009 
NE 18.721 1 18.721 7.615 0.006 
NI 4.502 1 4.502 1.831 0.177 
2-May Interactions 9.157 1 9.157 3.725 0.055 
NE WI 9.157 1 9.157 3.725 0.055 
Explained 32.609 3 10.870 4.421 0.005 
Residual 617.093 251 2.459 
Total 649.702 254 2.558 
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NE 
WI 12 
1 
2 
2.49 3.04 
( 75) ( 27) 
2.06 2.18 
( 112) ( 39) 
HP by: NE, WI. 
Sum of Mean Signif. 
Source of variation Squares DF Square F of P 
Main Effects 22.173 2 11.086 4.826 0.009 
NE 17.927 1 17.927 7.804 0.006 
NI 4.121 1 4.121 1.794 0.182 
2-Way Interactions 2.144 1 2.144 0.933 0.335 
NE WI 2.144 1 2.144 0.933 0.335 
Explained 24.316 3 8.105 3.528 0.016 
Residual 572.016 249 2.297 
Total 596.332 252 2.366 
NE 
WI 12 
I 
2 
3.36 4.21 
( 76) ( 28) 
2.65 2.38 
( 112) ( 39) 
HQ by: NE, KI. 
Sum of 
Source of variation Squares DF 
Main Effects 64.012 2 
SIE 61.769 1 
MI 1.964 1 
2-way Interactions 
NE NI 
Explained 
Residual 
Total 
15.200 1 
15.200 1 
79.212 3 
1126.773 251 
1205.984 254 
Mean Signif. 
Square F of P 
32.006 7. 130 0.001 
61.769 13. 760 0.000 
1.964 0. 437 0.509 
15.200 3. 386 0.067 
15.200 3. 386 0.067 
26.404 5. 882 0.001 
4.489 
4.748 
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WI 
NE 
I 
2 
HR by: NE. WI. 
12 
2.61 3.32 
( 76) ( 28) 
2.06 2.08 
( 112) ( 39) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of F 
Plain Effects 37.584 2 18.792 5. 152 0.006 
NE 32.680 1 32.680 8. 959 0.003 
WI 4.599 1 4.599 1. 261 0.263 
2-Way Interactions 5.902 1 5.902 1. 618 0.205 
NE WI 5.902 1 5.902 1. 618 0.205 
Explained 43.486 3 14.495 3. 974 0.009 
Residual 915.597 251 3.648 
Total 959.082 254 3.776 
*NE: I" High, 2= Low. "*WI (Wives) Ia1 Wife$ 2. More. 
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sss. M 
RE" 
I 
2 
H by: RE. SSS. 
12 
34.59 42.45 
( 37) ( 51) 
26.00 24.94 
( 57) ( 32) 
Sus of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 8612.986 2 4306.493 17. 040 0.000 
RE 6854.691 1 6854.691 27. 123 0.000 
SSS 513.099 1 513.099 2. 030 0.156 
2-Way Interactions 833.570 1 833.570 3. 298 0.071 
RE SSS 833.570 1 833.570 3. 298 0.071 
Explained 9446.556 3 3148.852 12. 460 0.000 
Residual 43721.421 173 252.725 
Total 53167.977 176 302.091 
Sex 12 
RE 
I 
2 
2.66 3.35 
( 38) ( 51) 
2.47 1.88 
( 57) ( 32) 
HB by: RE, SSS. 
Source of variation 
Main Effects 
RE 
SSS 
2-Way Interactions 
RE SSS 
Explained 
Residual 
Sum of 
Squares 
28.514 
26.052 
0.194 
17.671 
17.671 
46.185 
877.910 
Total 924.096 
DP 
2 
I 
I 
1 
I 
3 
174 
177 
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Moan 
Square 
14.257 
26.052 
0.194 
17.671 
17.671 
15.395 
5.045 
5.221 
Signif. 
P of P 
2. 826 0.062 
5. 163 0.024 
0. 038 0.845 
3. 502 0.063 
3. 502 0.063 
3.051 0.030 
Sex 12 
RE 
I 
2 
1.55 2.29 
t 38) ( 51) 
0.82 1.13 
57) ( 32) 
HC by: RE, SSS. 
Sun of Mean Signif. 
Source of variation Squares DP Square P of P 
Main Effects 60.358 2 30.179 11.472 0.000 
RE 36.908 1 36.908 14.030 0.000 
SSS 11.768 1 11.768 4.474 0.036 
2-Way Interactions 2.054 1 2.054 0.781 0.378 
RE SSS 2.054 1 2.054 0.781 0.378 
Explained 62.412 3 20.804 7.908 0.000 
Residual 457.729 174 2.631 
Total 520.140 177 2.939 
Sex 
RE 
t 
2 
12 
2.97 3.82 
( 38) ( 51) 
2.42 1.91 
( 57) ( 32) 
HD by: RE, SSS. 
Source of variation 
Main Effects 
RE 
SSS 
2-May Interactions 
RE SSS 
Explained 
Residual 
Total 
Sum of 
Squares 
68.244 
59.581 
1.497 
19.661 
19.661 
87.906 
1174.999 
1262.904 
DF 
2 
1 
1 
1 
1 
3 
174 
177 
Kean 
Square 
34.122 
59.581 
1.497 
19.661 
19.661 
29.302 
6.753 
7.135 
Signif. 
P of P 
5.053 0.007 
8.823 0.003 
0.222 0.638 
2.912 0.090 
2.912 0.090 
4,339 O. OO6 
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Sex 12 
RE 
I 
2 
2.79 2.65 
( 38) ( 51) 
2.12 1.53 
( 57) ( 32) 
HG by: RE, SSS. 
Sum of Mean Signif. 
Source of variation Squares DF Square P of P 
Main Effects 33.804 2 16.902 4.073 0,019 
RE 32.484 1 32.484 7.828 0.006 
SSS 5.484 1 5.484 1.321 0.252 
2-Way Interactions 2.130 1 2.130 0.513 0.475 
RE SSS 2.130 1 2.130 0.513 0.475 
Explained 35.934 3 11.978 2.886 0.037 
Residual 722.072 174 4.150 
Total 758.006 177 4.283 
Sax 
RE 
1 
2 
HI by: RE, SSS. 
12 
1.7 2.16 
( 38) ( 51) 
1.35 1.44 
( 57) ( 32) 
Sum of Mean Signif. 
Source of variation Squares DP Square P of P 
Main Effects 18.915 2 9.458 4.980 0.008 
RE 13.055 1 13.055 6.874 0.010 
SSS 2.533 1 2.533 1.334 0.250 
2-Way Interactions 0.996 1 0.996 0.524 0.470 
RE SSS 0.996 1 0.996 0.524 0.470 
Explained 19.911 3 6.637 3.495 0.017 
Residual 330.471 174 1.899 
Total 350.382 177 1.980 
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Sex 12 
RE . ý"-- 
HJ by% RE, SSS. 
1 
2 
0.34 0.69 
F 
38) 
F 
( 51) 
0.18 0.16 
( 57) ( 32) 
Sum of Mean Signif. 
Source of variation Squares DP Square P of P 
Main Effects 7.311 2 3.655 5. 301 0.006 
RE 4.763 1 4.763 6. 907 0.009 
SSS 1.193 1 1.193 1. 730 0.190 
2-Nay Interactions 1.394 1 1.394 2. 021 0.157 
RE SSS 1.394 1 1.394 2. 021 0.157 
Explained 8.705 3 2.902 4. 207 0.007 
Residual 119.997 174 0.690 
Total 128.702 177 0.727 
RE 
Sex 12 
I 
2 
4.00 4.78 
( 38) (. 51 ) 
3.11 3.16 
( 57) ( 32) 
HM by: RE, SSS. 
Sum of Mean Signif. 
Source of variation squares DP Square F of F 
Main Effects 85.995 2 42.998 7. 165 0.001 
RE 64.693 1 64.693 10. 780 0.001 
SSS 7.771 1 7.771 1. 295 0.257 
2-Way Interactions 5.678 1 5.678 0. 946 0.332 
RE SSS 5.678 1 5.678 0. 946 0.332 
Explained 91.673 3 30.558 8. 092 0.002 
Residual 1044.215 174 6.001 
Total 1135.888 177 6.417 
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Sex 
RE 
1 
2 
HN by: RE, SSS. 
12 
1.00 2.12 
( 38) ( 51) 
0.60 1.06 
( 57) ( 32) 
Sum of Mean Signif. 
Source of variation Squares DP Square P of P 
Main Effects 61.348 2 30.674 14. 627 0.000 
RE 21.120 1 21.120 10. 071 0.002 
SSS 27.168 1 27.168 12. 955 0.000 
2-Way interactions 4.483 1 4.483 2. 138 0.146 
RE SSS 4.483 1 4.483 2. 138 0.146 
Explained 65.831 3 21.944 10. 464 0.000 
Residual 364.888 174 2.097 
Total 430.719 177 2.433 
Sex 
RE 
1 
2 
HP by: RE, SSS. 
12 
2.41 2.88 
F 
( 37) ( 51) 
1.74 2.16 
( 57) ( 32) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 36.357 2 18.178 8. 116 0.000 
RE 20.360 1 20.360 9. 090 0.003 
SSS 8.448 1 8.448 3. 772 0.054 
2-May Interactions 0.035 1 0.035 0. 015 0.901 
RE SSS 0.035 1 0.035 0. 015 0.901 
Explained 36.391 3 12.130 5. 416 0.001 
Residual 387.484 173 2.240 
Total 423.876 176 2.408 
- - 534 
Sax 12 
RE 
I 
2 
HQ by: RE, SSS. 
3.39 3.76 
( 38) ( 51) 
2.42 2.22 
( 57) ( 32) 
Sum of Mean Sisnif. 
Source of variation Squares DF Square P of F 
Main Effects 70.834 2 35.417 8.611 0.000 
RE 65.152 1 65.152 15.841 0.000 
SSS 0.362 1 0.362 0.088 0.767 
2-Way Interactions 3.458 1 3.458 0.841 0.360 
RE SSS 3.458 1 3.458 0.841 0.360 
Explained 74.291 3 24.764 6.021 0.001 
Residual 715.619 174 4.113 
Total 789.910 177 4.463 
Sex 12 
RE 
112.71 
2 
HR by: RE, SSS. 
2.71 2.61 
t 38) ( 51) 
2.05 1.84 
( 57) ( 32) 
Sum of Mean Si gnif" 
Source of variation Squares DF Square P of P 
Main Effects 21.229 2 10.615 3. 104 0.047 
RE 21.229 1 21.229 6. 208 0.014 
SSS 1.005 1 1.005 0. 294 0.588 
2-Way Interactions 0.119 1 0.119 0. 035 0.852 
RE SSS 0.119 1 0.119 0. 035 0.852 
Explained 21.349 3 7.116 2. 081 0.104 
Residual 595.034 174 3.420 
Total 616.382 177 3.482 
~RE i= High, 2= Low. "SSS (Soc. Supp. ) i. High, 2" Low 
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NE* 
Sex** 
I 
2 
12 
34.59 39.96 
( 64) ( 75) 
24.21 31.10 
( 76) ( 51) 
H by: NE, SSS. 
Source of variation 
Main Effects 
NE 
SSS 
2-Way Interactions 
NE SSS 
Explained 
Residual 
Total 
Sum of Mean 
Squares DP Square 
9739.307 2 4869.654 
6092.259 1 6092.259 
2404.711 1 2404.711 
37.493 1 37.493 
37.493 1 37.493 
9776.801 3 3258.934 
71013.459 262 271.044 
80790.259 265 304.869 
Signif. 
P of P 
17.966 0.000 
22.477 0.000 
8.872 0.003 
0.138 0.710 
0.138 0.710 
12.024 0.000 
sss 
NE 
I 
2 
HB by: NE, SSS. 
12 
2.88 3.23 
( 66) ( 75) 
2.43 2.02 
76) ( 51) 
Sum of Moan Signif. 
Source of variation Squares DF Square F of P 
Main Effects 42.351 2 21.176 4. 568 0.011 
NE 41.720 1 41.720 9. 000 0.003 
sss 0.003 1 0.003 0. 001 0.980 
2-Way Interactions 9.492 1 9.492 2. 048 0.154 
NE 555 9.492 1 9.492 2. 048 0.154 
Explained 51.843 3 17.281 3. 728 0.012 
Residual 1223.828 264 4.636 
Total 1275.672 267 4.778 
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sss 12 
NE 
I 
2 
1.61 2.04 
( 66) ( 75) 
0.82 1.45 
( 76) ( 51) 
HC by: NE, SSS. 
Sum of Mean Signif. 
Source of variation Squares DP Square P of P 
Main Effects 57.470 2 28.735 9.999 0.000 
NE 31.932 1 31.932 11.111 0.001 
SSS 18.263 1 18.263 6.355 0.012 
2-Way Interactions 0.661 1 0.661 0.230 0.632 
NE SSS 0.661 1 0.661 0.230 0.632 
Explained 58.131 3 19.377 6.743 0.000 
Residual 758.686 264 2.874 
Total 816.817 267 3.059 
sss 
NE 
1 
2 
12 
0 3.68 
) 
F 
75) 
1 2.57 
77 ) ( 51) 
HD by: NE, SSS. 
Source of variation 
Main Effects 
NE 
sss 
2-Way Interactions 
NE SSS 
Explained 
Residual 
Total 
Sum of 
Squares DP 
71.646 2 
57.794 1 
7.284 1 
1.696 1 
1.696 1 
73.342 3 
1847.624 264 
1920.966 267 
Moan 
Square 
35.823 
57.794 
7.284 
1.696 
1.696 
24.447 
6.999 
7.195 
Sign if. 
F of F 
5.119 0. 007 
8. 258 0. 004 
1. 041 0. 309 
0. 242 0. 623 
0. 242 0. 623 
3,493 0,016 
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sss 
NE 
I 
2 
HG by: NE, SSS. 
12 
2.73 2.44 
( 66) ( 75) 
1.95 2.00 
( 76) ( 51) 
Sue of Mean Signif. 
Source of variation Squares DP Square P of P 
Main Effects 25.630 2 12.815 2. 928 0.055 
NE 25.477 1 25.477 5. 821 0.017 
55S 1.095 1 1.095 0. 250 0.617 
2-May Interactions 1.886 1 1.886 0. 431 0.512 
NE SSS 1.886 1 1.886 0. 431 0.512 
Explained 27.516 3 9.172 2. 096 0.101 
Residual 1155.360 264 4.376 
Total` 1182.877 267 4.430 
sss 
NE 
1 
2 
HI by: NE, SSS. 
12 
1 . 85 2.20 
( 66) ( 75) 
1.42 1.61 
( 76) ( 51) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 24.400 2 12.200 5. 679 0.004 
NE 16.655 1 16.655 7. 783 0.006 
SSS 4.960 1 4.960 2. 309 0.130 
2-Way interactions 0.443 1 0.443 0. 206 0.650 
NE SSS 0.443 1 0.443 0. 206 0.650 
Explained 24.843 3 8.281 3. 855 0.010 
Residual 567.168 264 2.148 
Total 592.011 267 2.217 
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sss 12 
NE 
HJ by: NE, SSS. 
I 
2 
0.30 0.59 
( 66) ( 75) 
0.13 0.22 
( 76) ( 51) 
Sue of Mean Signif. 
Source of variation Squares DP Square P of P 
Main Effects 7.953 2 3.977 6.585 0.002 
NE 4.566 1 4.566 7.561 0.006 
SSS 2.390 1 2.390 3.958 0.048 
2-Way interactions 0.650 1 0.650 1.076 0.300 
NE SSS 0.650 1 0.650 1.076 0.300 
Explained 8.603 3 2.868 4.749 0.003 
Residual 159.438 264 0.604 
Total 168.041 267 0.629 
NE 
SSS 12 
I 
2 
8 4 4.33 
F 
) 75) 
6 3.75 
) 76 ( 51) 
HK by: NE, SSS. 
Sum of Mean Signif. 
Source of variation Squares DP Square P of P 
Main Effects 97.599 2 48.800 8. 109 0.000 
NE 62.798 1 62.798 10. 435 0.001 
SSS 23.190 1 23.190 3. 854 0.051 
2-Way Interactions 8.567 1 8.567 1. 424 0.234 
NE SSS 8.567 1 8.567 1. 424 0.234 
Explained 106.166 3 35.389 5. 881 0.001 
Residual 1588.711 264 6.018 
Total 1694.877 267 6.348 
- 539 - 
SSS 12 
NE ý--  ----- 
1 0.85 1.88 
( 66) ( 75) 
2 0.62 1.31 
( 76) ( 51) 
HN by: NE, SSS. 
Sum of 
Source of variation Squares DP 
Main Effects 66.936 2 
NE 9.759 1 
SSS 50.263 1 
2-Way interactions 1.845 1 
NE SSS 1.845 1 
Explained 68.781 3 
Residual 593.319 264 
Moan 
Square 
33.468 
9.759 
80.263 
1.845 
1.845 
22.927 
2.247 
P 
14.892 
4.342 
22.365 
0.821 
0.821 
10.202 
SignIf. 
of P 
0.000 
0.038 
0.000 
0.366 
0.366 
0.000 
Total 662.101 267 2.480 
NE 
SSS 12 
I 
2 
2.17 2.84 
( 64) ( 75) 
1.55 2.53 
( 76) ( 51) 
HP by: NE, SSS. 
Sum of Mean Si&nif. 
Source of variat. ion Squares DF Square P of P 
Main Effects 65.896 2 32.948 14. 714 0.000 
NE 14.708 1 14.708 6. 568 0.011 
SSS 42.990 1 42.990 19. 198 0.000 
2-Way Interactions 1.543 1 1.543 0. 689 0.407 
NE SSS 1.543 1 1.543 0. 689 0.407 
Explained 67.439 3 22.480 10. 039 0.000 
Residual 586.685 262 2.239 
Total 654.124 265 2.468 
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NE 
sss 12 
I 
2 
HQ by: NE, SSS. 
3.14 3.45 
( 66) ( 75) 
2.25 2.96 
( 76) ( 51) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 55.982 2 27.991 6. 378 0.002 
NE 32.585 1 32.585 7. 425 0.007 
SSS 16.414 1 16.414 3. 740 0.054 
2-May Interactions 2.532 1 2.532 0. 577 0.448 
NE SSS 2.532 1 2.532 0. 577 0.448 
Explained 58.514 3 19.505 4.445 0.005 
Residual 1158.531 264 4.388 
Total 1217.045 267 4.558 
SSS 12 
NE 
1 2.70 
2 
HR by: NE, SSS. 
2.70 2.64 
( 66) ( 75) 
1.89 2.33 
( 76) ( 51) 
Sum of Mean Signif. 
Source of variation Squares DP Square P of P 
Main Effects 25.694 2 12.847 3. 680 0.027 
NE 21.579 1 21.579 6. 181 0.014 
SSS 1.975 1 1.975 0. 566 0.453 
2-May Interactions 4.010 1 4.010 1. 148 0.285 
NE SSS 4.010 1 4.010 1. 148 0.285 
Explained 29.704 3 9.901 2. 836 0.039 
Residual 921.711 264 3.491 
Total 951.414 267 3.563 
NE: Is High, 2= Low. -TSSS (Soa. SUpp. )2 i. High, 2a Low 
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RE* 
H by: RE, LCB. 
LCB" 12 
I 
2 
45.43 31.20 
( 44) ( 41) 
27.90 24.09 
( 42) ( 45) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of P 
Main Effects 10314.468 2 5157.234 23. 177 0.000 
RE 6518.747 1 6518.747 29. 296 0.000 
LCB 3452.181 1 3452.181 15. 514 0.000 
2-Way Interactions 1165.802 1 1165.802 5. 239 0.023 
RE LCB 1165.802 1 1165.802 5. 239 0.023 
Explained 11480.269 3 3826.756 17. 198 0.000 
Residual 37382.498 168 222.515 
Total 48862.767 171 285.747 
RE 
LCB 12 
I 
2 
3 . 33 2.63 
( 45) ( 41) 
2.31 2.27 
( 42) ( 45) 
HB by: RB. LCB. 
Source of variation 
Main Effects 
RE 
LCB 
2-May interactions 
RE LCB 
Explained 
Residual 
Total 
Sum of 
Squares DF 
27.842 2 
21-018 1 
5.878 1 
4.650 1 
4.650 1 
32.492 3 
845.288 169 
877.780 172 
Mean 
Square 
13.921 
21.018 
5.878 
4.650 
4.650 
10.831 
5.002 
5.103 
Si n If. 
P of P 
2. 783 0.065 
4. 202 0.042 
1. 175 0.280 
0. 930 0.336 
0. 930 0.336 
2.165 0.094 
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LCB 12 
RE 
I 
2 
HC by: RE, LCB. 
2.29 1.78 
( 45) ( 41) 
0.95 0.93 
( 42) ( 45) 
Sue of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 55.679 2 27.839 10. 119 0.000 
RE 51.617 1 51.617 18. 761 0.000 
LCB 2.968 1 2.968 1. 079 0.300 
2-Nay Interactions 2.585 1 2.585 0. 939 0.334 
RE LCB 2.585 1 2.585 0. 939 0,334 
Explained 58.263 3 19.421 7. 059 0.000 
Residual 464.974 169 2.751 
Total 523.237 172 3.042 
LCB 
RE 
1 
2 
HD by: RE, LCB. 
12 
3.73 3.29 
( 45) ( 41) 
2.55 2.02 
( 42) ( 45) 
Sue of Mean Signif. 
Source of variation Squares DF Square F of P 
Main Effects 77.379 2 38.690 5.604 0.004 
RE 65.092 1 65.902 9.429 0.002 
LCB 10.085 1 10.085 1.461 0.228 
2-Way Interactions 0.078 1 0.078 0.011 0.916 
RE LCB 0.078 1 0.078 0.011 0.916 
Explained 77.457 3 25.819 3.740 0.012 
Residual 1166.670 169 6.903 
Total 1244.127 172 7.233 
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LCB 12 
RE 
1 
2 
3.29 1.90 
( 45) ( 41) 
2.31 1.60 
( 42) ( 45) 
HG by: RE, LCB. 
Sum of Mean Signif. 
Source of variation Squares DP Square P of P 
Main Effects 67.545 2 33.772 9. 137 0.000 
RE 17.853 1 17.853 4. 830 0.029 
LCB 47.229 1 47.229 12. 778 0.000 
2-Way Interactions 4.946 1 4.946 1. 338 0.249 
RE LCB 4.946 1 4.946 1. 338 0.249 
Explained 72.491 3 24.164 6. 538 0.000 
Residual 624.630 169 3.696 
Total 697.121 172 4.053 
LCB 
RE 
I 
2 
I2 
2.31 1.63 
( 45) ( 41) 
1.57 1.24 
( 42) ( 45) 
HI by: RE, LCB. 
Source of variation 
Main Effects 
RE 
LCB 
2-Way interactions 
RE LCB 
Explained 
Residual 
Total 
Sum of 
Squares 
25.687 
13.822 
10.832 
1.322 
1-322 
27.010 
323.753 
350.763 
DF 
2 
1 
1 
I 
1 
3 
169 
172 
Mean 
Square 
12.844 
13.822 
10.832 
1.322 
1.322 
9.003 
1.916 
2.039 
Signif. 
P of p 
6.704 0.002 
7.215 0.008 
5.654 0.019 
0.690 0.407 
0.690 0.407 
4.700 0,004 
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LCB 12 
RE 
1 0.67 
2 
0.67 0.32 
( 45) ( 41) 
0.17 0.18 
( 42) ( 45) 
HJ by: RE, LCB. 
Sum of Mean Signif. 
Source of variation Squares DF Square P of P 
Main Effects 5.861 2 2.931 4.372 0.014 
RE 4.443 1 4.443 6.628 0.011 
LCB 1.220 1 1.220 1.820 0.179 
2-Way Interactions 1.404 1 1.404 2.095 0.150 
RE LCB 1.404 1 1.404 2.095 0.150 
Explained 7.266 3 2.422 3.613 0.015 
Residual 113.289 169 0.670 
Total 120.555 172 0.701 
LCB 
RE 
1 
2 
HM by: RE, LCB. 
12 
5.36 3.29 
( 45) 
F 
( 41) 
3.64 2.73 
( 42) ( 45) 
Sum of Mean Sisnif. 
Source of variation Squares DF Square F of F 
Main Effects 157.151 2 78.576 14. 833 0.000 
RE 56.078 1 56.078 10. 586 0.001 
LCB 94.907 1 94.907 17. 916 0.000 
2-Way interactions 14.358 1 14.358 2. 711 0.102 
RE LCB 14.358 1 14.358 2. 711 0.102 
Explained 171.510 3 57.170 10. 792 0.000 
Residual 895.242 169 5.297 
Total 1066.751 172 6.202 
- 545 - 
LCB 12 
RE 
1 2.04 
2 
2.04 1.07 
( 45) ( 41) 
1.00 0.56 
( 42) ( 45) 
HN by: RE, LCB. 
Sus of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 49.999 2 25.000 12. 009 0.000 
RE 26.450 1 26.450 12. 706 0.000 
LCB 21.534 1 21.534 10. 345 0.002 
2-Way Interactions 2.996 1 2.996 1. 439 0.232 
RE LCB 2.996 1 2.996 1. 439 0.232 
Explained 52.995 3 17.665 8. 486 0.000 
Residual 351.803 169 2.082 
Total 404.798 172 2.353 
LCB 
RE 
I 
2 
HP by: RE, LCB. 
12 
3.02 2.32 
( 44) ( 41) 
1.98 1.87 
( 42) ( 45) 
Sum of Moan SiEnif. 
Source of variation squares DF Square F of F 
Main Effects 32.031 2 16.016 7.117 0.001 
RE 24.072 1 24.072 10.698 0.001 
LCB 7.014 1 7.014 3.117 0.079 
2-Way Interactions 3.815 1 3.815 1.695 0.195 
RE LCB 3.815 1 3.815 1.695 0.195 
Explained 35.846 3 11.949 8.310 0.002 
Residual 378.032 168 2.250 
Total 413.878 171 2.420 
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LCB 2 
I 4.24 
2 
HQ by: RE, LCB. 
4.24 2.78 
( 45) ( 41) 
2.33 2.47 
( 42) ( 45) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of P 
Main Effects 75.448 2 37.724 10.058 0.000 
RE 53.918 1 53.918 14.375 0.000 
LCB 18.826 1 18.826 5.095 0.026 
2-Way Interactions 27.539 1 27.539 7.342 0.007 
RE LCB 27.539 1 27.539 7.342 0.007 
Explained 102.987 3 34.329 9.153 0.000 
Residual 633.869 169 3.751 
Total 736.855 172 4.284 
LCB 12 
RE 
I 
2 
HR by: RE, LCB. 
3.20 1.90 
( 45) ( 41) 
2.05 1.98 
( 42) ( 45) 
Sum of Mean Signif. 
Source of variation squares DF Square P of P 
Main Effects 34.003 2 17.002 5. 487 0.005 
RE 12.701 1 12.701 4. 099 0.044 
LCB 19.957 1 19.957 6. 440 0.012 
2-Way Interactions 16.270 1 16.270 5. 250 0.023 
RE LCB 16.278 1 16.270 5. 250 0.023 
Explained 50.273 3 16.758 5. 408 0.001 
Residual 523.692 169 3.099 
Total 573.965 172 3.337 
'RE: 1a High, 2- Low. "LCBI Ia External, 2  Internal. 
- 547 - 
LCB4` 12 
NEB °13.22 
HB by: NE, LCB. 
2 
3.22 2.78 
( 76) ( 60) 
2.46 2.07 
( 61) ( 58) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of F 
Main Effects 47.692 2 23.846 5. 097 0.007 
NE 34.797 1 34.797 7. 438 0.007 
LCB 10.985 1 10.985 2. 348 0.127 
2-Way Interactions 0.040 1 0.040 0. 009 0.927 
NE LCB 0.040 1 0.040 0. 009 0.927 
Explained 47.732 3 15.911 3. 401 0.018 
Residual 1174.252 251 4.678 
Total 1221.984 254 4.811 
NE 
LCB 12 
I 
2 
2.03 1.67 
( 76) ( 60) 
1.02 1.12 
( 61) ( 58) 
HC by: NE, LCB. 
Source of variation 
Main Effects 
NE 
LCB 
2-way Interactions 
NE LCB 
Explained 
Residual 
Total 
Sum of 
Squares DF 
41.930 2 
39.914 1 
1.268 1 
3.392 1 
3.392 1 
45.322 3 
744.419 251 
789.741 254 
Mean 
Square 
20.965 
39.914 
1.268 
3.392 
3.392 
18.107 
2.966 
3.109 
Signif. 
P of A 
7. 069 0.001 
13. 488 0.000 
0. 428 0.514 
1. 144 0.286 
1. 144 0.286 
5. 094 0.002 
- 548 - 
LCB 
NE 
1 
2 
HD by: NE, LCB. 
12 
3.70 3.25 
( 76) ( 60) 
2.57 2.24 
( 61) ( 58) 
Sus of Mean Signif. 
Source of variation Squares DP Square P of P 
Main Effects 84.948 2 42.474 6. 034 0.003 
NE 72.515 1 72.515 10. 302 0.002 
LCB 9.787 1 9.787 1. 390 0.239 
2-Way Interactions 0.208 1 0.208 0. 030 0.864 
NE LCB 0.208 1 0.208 0. 030 0.864 
Explained 85.156 3 28.385 4. 032 0.008 
Residual 1766.828 251 7.039 
Total 1851.984 254 7.291 
LCB 
NE 
1 
2 
I 
12 
2.99 2.05 
( 76) ( 60) 
2.11 1.90 
( 61) ( 58) 
HG by: HE, LCB. 
Source of variation 
Main Effects 
NE 
LCB 
2-Way Interactions 
NE LCB 
Explained 
Residual 
Total 
Sum of 
Squares DP 
42.974 2 
18.292 1 
22.705 1 
8.138 1 
8.138 1 
51.113 3 
1053.413 251 
1104.525 254 
Mean 
Square 
21-487 
18.292 
22.705 
8.138 
8.138 
17.038 
4.197 
4.349 
Signif. 
F of P 
5.120 0.007 
4.359 0.038 
5.410 0.021 
1.939 0.165 
1.939 0.165 
4.060 0.008 
- 549 - 
LCB 
HE 
1 
2 
HI by: NE, LCB. 
12 
2.32 1 . 68 
( 76) ( 60) 
1.57 1.43 
( 61) ( 58) 
Sum of Mean Si6nif. 
Source of variation Squares DF Square P of P 
Main Effects 28.239 2 14.119 6. 437 0.002 
NE 16.730 1 16.730 7. 627 0.006 
LCB 10.238 1 10.238 4. 668 0.032 
2-Way Interactions 3.779 1 3.779 1. 723 0.191 
NE LCB 3.779 1 3.779 1. 723 0.191 
Explained 32.018 3 10.673 4. 866 0.003 
Residual 550.547 251 2.193 
Total 582.565 254 2.294 
LCB 
NE 
1 
2 
HJ by: NE, LCB. 
12 
0.50 0.35 
( 76) ( 60) 
0.20 0.14 
( 61) ( 58) 
Sum of Mean Signif. 
Source of variation Squares DF Square F of F 
Main Effects 5.208 2 2.604 4. 267 0.015 
NE 4.308 1 4.308 7. 058 0.008 
LCB 0.726 1 0.726 1. 190 0.276 
2-Way Interactions 0.131 1 0.131 0. 215 0.643 
NE LCB 0.131 1 0.131 0. 215 0.643 
Explained 5.340 3 1.780 2. 196 0.035 
Residual 153.186 251 0.610 
Total 158.525 254 0.624 
- 550 - 
LCB 12 
NE 
1 4.64 
2 
HK by; NE, LCB. 
4.64 3.55 
( 76) ( 60) 
3.21 3.16 
( 61) ( 58) 
Sum of Mean Signif. 
Source of variation Squares DF Square P of P 
Main Effects 83.911 2 41.956 7. 193 0.001 
NE 57.014 1 57.014 9. 774 0.002 
LCB 23.344 1 23.344 4. 002 0.047 
2-Way Interactions 16.939 1 16.939 2. 904 0.090 
NE LCB 16.939 1 16.939 2. 904 0.090 
Explained 100.850 3 33.617 5. 763 0.001 
Residual 1464.091 251 5.833 
Total 1564.941 254 6.161 
LCB 
HE 
1 
2 
12 
1.62 1.03 
( 76) ( 60) 
1.05 0.83 
( 61) ( 58) 
HN by; NE, LCD. 
Sum of Mean Signif. 
Source of variation Squares DP Square F of F 
Main Effects 22.004 2 11.002 4. 657 0.010 
NE 10.132 1 10.132 4. 288 0.039 
LCB 10.856 1 10.856 4. 595 0.033 
2-Way Interactions 2.082 1 2.082 0. 881 0.349 
NE LCB 2.082 1 2.082 0. 881 0.349 
Explained 24.086 3 8.029 3. 398 0.018 
Residual 592.996 251 2.363 
Total 617.082 254 2.429 
- 551 - 
LCB 
NE 
1 
2 
12 
2.74 2.28 
( 74 ) ( 60) 
1.89 2.07 
( 61) ( 58) 
HP by; NE, LCB. 
Source of variation 
Main Effects 
NE 
LCB 
2-Way Interactions 
NE LCB 
Explained 
Residual 
Total 
Sus of 
Squares DP 
21.464 2 
19.479 1 
1.520 1 
6.492 1 
6.492 1 
27.956 3 
610.226 249 
638.182 252 
Mean 
Square 
10.732 
19.479 
1.520 
6.492 
6.492 
9.319 
Signif. 
P of P 
4.379 0.014 
7.948 0.005 
0.620 0.432 
2.649 0.105 
2.649 0.105 
2.451 
2.532 
3.802 0.011 
~NE: 1= High, 2= Low. "LCBi 1  External, 2  Internal. 
-5 32 - 
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LIST OF ABBREVIATIONS 
Abbr. Name or term(s) 
LRE List of Recent Experiences 
SSUS Social Support Scale for University Students 
LCB Locus of Control of Behaviour 
H General Health 
HA Eyes and ears 
HB Respiratory system 
HC Cardiovascular system 
HD Digestive tract 
HE Musculoskeletal system 
HP Skin 
HG Nervous system 
HH Genitourinary system 
HI Fatigability 
HJ Frequency of Illness 
HK Miscellaneous disease 
HL Habits 
HM Inadequacy 
HN Depression 
HO Anxiety 
HP Sensitivity 
HQ Anger 
HR Tension 
NE Number of events 
RE Rating of events 
DA I think of myself as scale 
DB I used to think that I was scale 
DC Others think of me as scale 
DE I would like to be scale 
DF Some people want me to be scale 
